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“SUCH CASES ARE AWAKENINGS!” TRANSFORMING CLINICAL 
 
 RELATIONSHIPS THROUGH CRITICAL INCIDENTS IN REFUGEE CARE 
 
SVYATOSLAV KONSTANTINOVICH PETROV 
ABSTRACT 
 A positive physician-patient relationship is crucial for high quality and effective 
health care. Yet, cultural and language differences between providers and patients often 
challenge the establishment of effective physician-patient relationships. These challenges 
are especially evident in provider-refugee-patient interactions in which patients have 
experienced loss, torture, and trauma. Understanding of what constitutes a positive 
doctor-patient relationship is fundamental to diagnosis and treatment and is crucial for the 
delivery of quality care for diverse patient populations, including refugees. This 
qualitative, phenomenological case-study focuses on physician-reported experiences 
caring for refugees in order to identify what experiential factors contribute to effective 
therapeutic relationships. 
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PROLOGUE 
GABRIEL’S NARRATIVE 
The Center does not get enough attention. They deserve more, they changed my 
life...I came…as a refugee...when I was six my parents were killed...shot point blank in 
front of me…the pain inside swallowed me, I could not breathe, I kept it all inside...for 
several years, I roamed the streets...alone...an orphan...soon, I found alcohol...it was the 
only thing that helped, it numbed my senses...I was angry...I wanted to die, I wanted to 
kill myself, I wanted to kill myself with the pain inside me, I wanted to do away with the 
pain in my soul...I saw my parents killed… I was sexually abused… I was tortured...was 
put in prison, I saw war…I saw dead bodies in the streets, I wanted to forget but I 
couldn't, I shut myself in, I felt shamed, I couldn't talk about it...if you looked into my eyes 
I probably would have punched you in the face and said, 'What do you want!?’...I did not 
look at anybody...what I am telling you now I wouldn't have ever told you any of this, I 
would not even look at you or shake your hand... 
When I came to America, alone, with a refugee status, I was provided temporary 
housing, I got a job, but I still had the pain, I drank ...and I drank, I wanted to end my 
life...because of these problems I could not hold any jobs, I was fired, kicked out, I was 
hopeless, I could not breath, my only hope was the bottle, I drank until I passed out...I got 
kicked out of my apartment, I lived in the streets, I would pass out in the 
streets...sometimes when I woke up I would be covered with snow, this happened for 
many years...it just so happened that two years ago, I came to the Center, I got some 
evaluations and they wanted to know my history...or rather hear my story, they always 
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asked about it...my story...up until this time nobody asked me about my life, nobody cared, 
I kept it all inside...but I had a hard time opening up, telling my story, I felt shame, fear, 
and didn't feel comfortable sharing anything, I didn't trust them, so I always lied, I never 
told anyone. They said it was important for me to release my pain, but they could 
somehow tell that I wasn't telling the truth, but I wanted to keep it to myself. I wanted to 
tell them, 'What do you know!? You can't help me.' 
I continued to drink, I wanted to poison my soul, to forget, to end it all...I went to 
therapy sessions but I could not get it out, I was prescribed medicine but I didn't always 
take them but I lied that I did, I would just drink myself to sleep... It took me over six 
months of appointments until I told them my whole...true story...I am extremely thankful 
for their patience, the time they gave...for not giving up on me...I became like their 
friend...on the day I told them, I cried for the first time in many years, I became someone 
new, a different man, now I have self-respect, I don't drink, I no longer want to poison my 
soul...I found a will to live, to hope.... 
I have made lots of progress...last year I did not come to this dinner, I didn't like a 
lot of people looking at me...or me looking at them, I usually keep my head down. But 
now I am here, I am able to laugh, to smile, to speak to people, to talk with you openly. I 
am able to live, to breathe, and to leave my past behind.... I see my therapist every 
week...for the past year and a half I have been seeing her. We talk about all sorts of 
things...I think what is special is that while I was first evaluated they gave me the 
opportunity to take ESL classes and I began to learn, they also helped me to find jobs, 
they do lots of things, have lots of services, and they asked me everything, what I needed, 
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what problems I had, and it's not just therapy, I appreciate them for all of what they have 
done, they need more attention, I really hope they will grow...I know lots of people who 
would benefit from the Center, but I can't convince them to come. They laugh and wave 
away with their hand like this...They don't believe they can be helped; they keep it all 
inside… it’s a shame. They need to come, they really do, I can see myself in them...they 
need to come...I really hope they will...They [the Center] covered all my services; I did 
not have to pay for anything. I am indebted to them. They are good people. They changed 
my life. We laugh, we joke, we talk...they really do care, they are my friends… I drank my 
fill, that helped at first, but coming to the Center is what gave me hope, it changed me, I 
believe in myself, I have self-respect, I am able to talk with people, I believe in my 
strength to move on... 
- “Gabriel1,2” 
 
 
 
 
 
 
 
 
 
_______________________________________ 
1 To protect their privacy, the names of people in this study and the names of 
organizations are replaced with pseudonyms. 
2 Informants’ quotes that are longer than three lines are italicized throughout.  
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CHAPTER ONE 
 INTRODUCTION 
Gabriel’s narrative, which serves as the Prologue to this study, is one example of 
the thousands of stories told by refugees and asylum seekers. These stories are 
devastating, yet filled with resiliency and hope. I first met Gabriel at a public dinner 
event sponsored by a New England refugee center. We happened to sit together at the 
same table. It was just the two of us. After introductions, Gabriel thanked me for coming 
to support the Center’s cause and told me that “this Center changed his life.” Intrigued, I 
inquired as to what he meant. From that point, he began his story.  
I listened. I did not ask any more questions. Although usually stoic, I was deeply 
moved by the magnitude of suffering this man had endured. I was in disbelief that this 
man would choose me to be the hearer of his story. As I listened to him, I was filled with 
empathy and a profound desire to help this man. However, all I could do was be an 
understanding listener. My inability to help this man reinspired me to dedicate my life to 
the service of people like Gabriel.  
Gabriel’s life-story and my immediate reaction to show goodwill and assistance 
are precisely the elements that formulated the essence of this study. Through this story, I 
began to see that the only way I could offer direct help to this man and others like him is 
through activism, philanthropy, and quality health care. I was taken aback by how a 
person who had experienced the atrocities of this world could find healing. Unarguably, 
the people that made a difference in the life of Gabriel were the Center’s health care 
providers; the physicians, the therapists, and the social workers who dedicated their lives 
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to the care of individuals like Gabriel. It was they who did not give up on him. It was 
they that had a direct impact on Gabriel’s transformation from a suicidal alcoholic with a 
traumatized soul to a resilient man who now “believes in his strength to move on.”  
As an aspiring public health and health care practitioner, I was interested in how 
the Center’s clinicians were able to earn the trust of and build a relationship with persons 
like Gabriel. I wondered about what clinicians did that changed Gabriel’s life. 
Particularly, I was eager to learn how a doctor could rebuild and impact a life that is 
broken and without hope. Was it the treatment? The clinical interaction? Or both?  
Being the son of two excellent physicians, I have always had a fascination with 
medicine. Often, I thought, and still do, that medicine and health care provide one of the 
most privileged opportunities to help people when they are most vulnerable. Throughout 
my education, I have always felt a calling for medicine and health care. My high school 
and undergraduate years resembled that of a motivated pre-med student: coursework in 
the hard sciences and every class that contained the word “medical,” extensive clinical 
volunteer and work experiences in prestigious hospital systems, over four-hundred hours 
of physician shadowing, internships in epidemiology and health care leadership, and 
social entrepreneurship by founding PAN International, an NGO that provides aid and 
health education to Russian orphans affected by the Chernobyl catastrophe of 1986.  
Over the span of these eight years, I often thought about what made a good 
physician. I often bore witness to flawless diagnostic skills and technical finesse, but I 
seldom saw the empathic, interpersonal side of what it meant to be a good doctor.    
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It pains me to say that, aside from my parents, what I witnessed was physicians’ 
impatience, ill-disguised condescension, crude humor, a for-profit mentality, perpetual 
dissatisfaction, replacing patient names with the “kidney” or the “CABG,” inability to 
work with medical support staff, and a disregard for patients’ social needs. Exposure to 
such qualities prompted me to question the very core of what “a calling for medicine” 
and “a love for people” really meant for physicians who resembled the stark opposite of 
these noble values.  
It has become a common trend for scholars to explain away such negative 
qualities as the products of systemic problems spurred by managed care, poorly 
coordinated health care organizations, overwhelming amounts of paperwork, our litigious 
society, reductive medical training and education, time constraints, large caseloads, and 
the milieu of other administrative pressures. Certainly, some of these systemic factors can 
provoke negative behavioral and verbal responses from physicians. But to explain 
individual behavior from a systemic perspective is perhaps the safest and the simplest 
approach. It does not point fingers; it does not hold individuals responsible for their own 
demeanor. After all, that would be uncomfortable, wouldn’t it?  
People place blame on the system, but they often do not offer practical solutions 
for change. People criticize, and people receive criticism. It is evident to me from my 
participant-observation in health care settings, and from speaking with physicians 
themselves, that some part of the problem is also in the orientation of individuals; 
individuals who openly told me that they chose medicine as a career because they were 
simply good at the hard sciences, because they wanted prestige to cure an inferiority 
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complex, because they wanted a high salary, because their parents pressured them into 
this field, and/or simply because they wanted to feel accomplished. The problem 
suggested by what people have told me, visible in all of these, is that the proximal reason 
for entering the medical field is centered on the “I,” the “self,” and the “me” and not on a 
focused desire to help people. My research thus explores the experiences of physicians 
who present their practitioner journeys as a path beyond the “I,” to interactive creation of 
care and healing shared between the practitioner and the patient.  
It takes an individual to make a difference and to show that medicine and health 
care can be effective, but also be sacred, human, and beautiful. Through this study, I 
observed doctors in the same, imperfect health care system from whom selfish or 
detestable qualities do not resonate, who dedicate their lives to the service of humanity, 
and who show that “helping people” is not a cliché but a calling, a sacrifice, a ministry, 
and an art. These thoughts and motivations are precisely the origin and foundation of this 
thesis.  
Hearing Gabriel’s story showed me that the human element is still present in 
contemporary medical practice. I began to see that there are doctors who chose medicine 
not merely as a career but as a “calling” to help people like Gabriel. Listening to 
Gabriel’s story and seeing the positive impact providers had on his extraordinary 
transformation, I developed an interest in the Center and, chiefly, the physicians affiliated 
with it.  
Although the Center, which serves patients like Gabriel, became my research site, 
the unit of analysis of this study is the physicians themselves and their approaches to the 
	   8 
care of refugees like Gabriel. As with every clinical encounter, the physician must form a 
relationship with a patient in order to secure trust, patient satisfaction, patients’ adherence 
to treatment, and to promote healing. Centrally, a positive physician-patient relationship 
is crucial for high quality and effective health care. Unfortunately, the physician-patient 
relationship only becomes a topic of conversation when something goes wrong: a medical 
error, an incorrect prescription, a patient death, a lawsuit, etc. At the foundational level, 
the physician-patient relationship is the most important stratum in any health care system. 
With the passage of the Affordable Care Act and its related quality metrics (e.g. 
penalizing hospitals for readmissions), the physician-patient relationship has become a 
quality measure. Yet, cultural and language differences between providers and patients 
often challenge the establishment of effective physician-patient relationships. These 
challenges are especially evident in provider-refugee-patient interactions in which 
patients have experienced loss, torture, and trauma. Frequently, refugees’ traumatic 
backgrounds and language and cultural differences influence their presentation of 
symptoms, thresholds for seeking care, ability to understand prescribed treatments, 
expectations of care, and adherence to preventive measures (i.e. health screening) and 
medication regimens (Hoang and Erickson 1985; Jones and Gill 1998; Kang, Kahler, and 
Tesar 1998; Butow et al. 2011; Eisenbruch, De Jong, and vand de Put 2004; Gavagan and 
Brodyaga 1998; Ngo Metzger et al 2003; Ferguson & Candib 2002). How a physician 
addresses their needs bears much importance (Manassis 1986; Ohmans, Garrett, and 
Treichel 1996). Thus, understanding of what constitutes an effective physician-patient 
relationship is fundamental to diagnosis and treatment and is crucial for the delivery of 
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quality care for diverse patient populations, including refugees. With this in mind, the 
aim of this thesis research was to investigate what experiential factors contribute to 
effective therapeutic relationships in refugee care. In retrospect, the input of physicians 
goes beyond this research inquiry and answers larger questions about what it means to be 
a good, empathic doctor.  
In the chapters to follow, I draw on interview data and multidisciplinary literature 
to argue that the basis of a successful physician-refugee-patient relationship hinges on 
three levels – the practice-based, the psychological, and the behavioral. At the practice-
based level, referring to clinical practice, I affirm that providers’ attention to the 
immediate needs and socio-cultural realities of refugee patients is crucial for holistic 
assessment and meaningful intervention. Next, at the psychological level, I assert that 
qualities such as empathy and resilience are critical to effective clinical interactions in 
refugee care. Finally, at the behavioral level, I argue that a clinician’s disposition or 
attitudinal valence towards a refugee patient often influences the quality and potency of 
the therapeutic relationship. 	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CHAPTER TWO 
BACKGROUND 
Chapter Overview 
In this chapter, I provide a synopsis of the historical, cultural, legal, and medical 
vectors that structure existing clinical interactions. I begin with an overview of health 
disparities in the United States and outline the origins of cultural competence policy and 
its legal implications. Then, I describe the historical and current dimensions of the 
physician-patient relationship and explicate the importance of efficacious clinical 
relationships in refugee care. Lastly, I elucidate potential barriers to good clinical 
interactions and explain the novel direction of this study.   
 
The Problem: Health Disparities 
In the early twenty-first century, two provocative federal policy studies, the 
Institute of Medicine's report entitled Unequal Treatment and the Surgeon General's 
Mental Health: Culture, Race, and Ethnicity, revealed systemic and clinical 
discrimination in medical practice (Smedley, Stith, and Nelson 2009; Surgeon General 
200l; Engebretson 2011). This data revealed disparities in treatment by culture, race, and 
ethnicity of patients in an array of medical specialties. Current health disparities, some of 
which are attributed to differences in socio-economic status and racial and cultural 
backgrounds of patients, suggest that there are still problems with efficacy and equity in 
modern medical care.  
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According to a number of medical case studies, differences among racially 
defined groups in health insurance, access to health care, socioeconomic status, and 
geographic location still point to the reality that African Americans and Hispanic 
Americans receive less adequate medical clinical services than whites, regardless of 
whether those services are for treatment of cardiovascular disease, mental illness, cancers, 
or HIV and AIDS (Escarce et al. 1993; McBean & Gornik 1994; Kressin & Petersen 
2001; Bach et al., 2002; Matthew, 2005). In other words, “the prescription of clinical 
resources [– ranging] from prevention services to potentially life-saving procedures [–] is 
often differential [and] dependent on the race or ethnicity of the patient” (Tervalon & 
Murray-Garcia 1998:119). The consequences of inequality in the medical field lead to 
severe complications, illness, and lower quality of life and life expectancy for minority 
populations (Matthew 2005). 
Even more striking is that African American, Native American, and Hispanic 
American patients actually have, albeit by a margin, greater access to some health care 
services than do White Americans. However, according to Matthew, the services to 
which ethnic and racial groups have more access are “those un-desirable services such as 
amputations, orchiectomies for prostate cancer, and cesarean section deliveries” 
(Matthew 2005:795). Essentially, these undesirable services – “services a patient would 
have avoided if an alternative were available” – are prescribed most frequently to the 
non-white population (Matthew 2005:795). Hence, inequitable diagnosis and “last-resort” 
treatment methods disproportionately affect racialized minorities. In the same vein, 
another case study unveiled that “while African Americans are twice as likely to go blind 
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from progressive ophthalmologic diseases such as glaucoma, they are half as likely to 
receive sight-saving procedures” (Tervalon & Murray-Garcia 1998:119; Javitt et al. 
1991).  
Further, in a university emergency department study, research data indicated that 
“Hispanic Americans were half as likely as white patients to receive analgesia for the 
same, highly painful long-bone fractures, regardless of the linguistic capability or 
insurance status of the patient” (Tervalon & Murray-Garcia 1998:119; Todd et al. 1993). 
In the same institution, a follow-up study revealed that physicians continued to neglect 
the assessment of the level of pain experienced by white and Hispanic Americans 
suffering from the “identical, isolated injury” (Tervalon & Murray-Garcia 1998:119; 
Todd et al. 1994). In this case, unequal treatment became an undeniable injustice and a 
violation of medical ethics. 
 
Federal Action Against Unequal Medical Treatment: The Rise of Cultural 
Competence Policy 
Such complications in the quality and equity of medical practice have garnered 
significant attention from social scientists, health care providers, patients, and the federal 
government at large. As part of a multifaceted campaign to minimize disparities, the 
emergence of cultural competence policy is a single piece of a complex puzzle. Federal, 
legal, and medical agencies have taken greater steps – ranging from making health care 
facilities more accessible for minorities to revised health care insurance plans (e.g. 
Medicaid) – in an attempt to assure that socio-economic barriers such as poverty, 
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malnutrition, lack of transportation, and/or unemployment are no longer determinants of 
poor health outcomes.  
Currently, several significant medical policy agendas, regulations, and standards 
related to cultural competence have been established. Cultural competence is integrated 
into the current Joint Commission for Accreditation of Health care Organizations 
(JCAHO 2013). Apart from legal obligations concerning the prohibition of 
discriminatory practices based on language proficiency mandated in Title VI of the Civil 
Rights Act of 1964, agencies such as the Health Care Resource and Service 
Administration and the Agency for Health Research and Quality have established 
guidelines and recommendations that focus on culture and clinical care (HRSA 2013; 
AHRQ 2013). These guidelines are applied via (1) focus groups, the organizational 
structure, and ensuring diversity in health care personnel and assuring the availability of 
communication/translation resources for cultural groups, and (2) application of cultural 
competence at the clinical level of care.  
Further, the Office of Minority Health (OMH) – an organization “dedicated to 
improving the health of racial and ethnic minority populations through the development 
of health policies and programs that will help eliminate health disparities” – instituted the 
Cultural and Linguistic Services (CLAS) standards in 2001 (OMH 2013). These 
standards contain four federal mandates for all recipients of federal funds, and ten (one 
voluntary) guidelines “recommended” for application through federal and state level 
accrediting health agencies (OMH 2013).  
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Specifically, three of these guidelines highlight culturally competent care – 
providing effective, understandable, and respectful care in a manner compatible with 
patient’s cultural health beliefs, practices, and language (OMH 2013). As part of the 
“compliance” protocol, these guidelines also urge medical facilities to maintain culturally 
diverse staff and offer ongoing education focusing on culturally appropriate services. 
Lastly, the remaining seven guidelines refer to specific organizational supports for 
cultural competence. 
Nonetheless, while current measures to address unequal treatment are broad and 
deal with macro-political and macro-economic factors at the institutional level, the 
educational component of cultural competence policy focuses on the micro-politics of the 
clinical encounter. While it is indisputable that cultural competence policy is not readily 
able to alleviate structural racism and socio-economic inequalities, it is a significant 
attempt on the part of leadership to address the fundamental misunderstanding that occurs 
between patients and providers. In the ultimate quest to reach better health outcomes, 
cultural competence policy seeks to encourage health care providers to build rapport and 
attend to cultural factors during the clinical encounter.  
 
Old & New Perspectives: Clinical Encounters  
In an ever-changing world, the field of biomedicine attempts to minimize the 
space between science and society. It allows scientific knowledge to be applied directly 
to human health and well-being. Within health care, the role of the provider is that of a 
crucial mediator through whom this scientific understanding is expressed. Nevertheless, 
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the practice of medicine encompasses something greater than the sum of diagnostic and 
technical knowledge. It is more than illness, disease, treatment and prevention. "Medicine 
concerns the experiences, feelings, and interpretations of human beings often in 
extraordinary moments of fear, anxiety, and doubt" (RCPL 2005:xi). In this position of 
vulnerability, the molding of trust between the patient and provider is integral to the 
therapeutic relationship (RCPL 2005:xi). 
Accessibility to a well-established provider-patient relationship is important for 
the experienced and objective quality of care (Hughes 1995). However, the past few 
decades of biomedical practice have witnessed the convergence of cultural and structural 
barriers that jeopardize the ability of patients to have this fundamental relationship with 
providers (Hughes 1995). The socio-cultural differences of patients and the structural 
influences of biomedical practices are two of the many determinants of inequalities in 
health care access, delivery, and outcomes. The presence of day-to-day barriers to care 
affects the physician-provider relationship and at times damages or even severs this bond.  
Critical medical anthropology devotes much attention to the tensions present 
between patients and providers. Three decades of sociolinguistic research concerning 
clinical discourse have explored "power imbalances [and miscommunication] in 
clinician-patient interactions manifesting in the micro-dynamics of what is said and 
unsaid, who speaks and for how long, who asks questions and interrupts" (Fisher and 
Groce 1990; Mishler 1984; West and Frankel 1991, cited in Carpenter-Song, 2011:168-
169). The majority of these studies hinge on the premise that the physician-patient 
relationship is inherently unbalanced. Explicitly, the clinical encounter is described as a 
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"moment-to-moment battle that mirrors and largely sustains the institutional authority 
and status of doctors and the reality of genders" (Fisher and Groce 1990:225).  
Along similar lines, Mishler supports this critical stance in his discussion of the 
decontextualized "voice of medicine" expressed by physicians and the socially positioned 
"voice of the life-world" verbalized by patients (Mishler 1984:104, cited in Carpenter-
Song, 2011:169). The varying disposition and understanding of the "two worlds" hinders 
a mutual therapeutic alliance because the subjective experiences of patients are taken for 
granted. To accentuate this reality, in The Illness Narratives, Arthur Kleinman critiques 
practices that take illness out of the rich contextual meanings shared by the patient. He 
argues that when illness is decontextualized "something essential to the experience...is 
lost; it is not legitimated as a subject for clinical concern, nor does it receive an 
intervention" (1988:107).  
Despite such critiques of the biomedical model of care and the problems it may 
impose on the doctor-patient relationship, new anthropologic work is emerging with a 
focus on the "positive dimensions" of trust and hope in the physician-provider 
relationship (e.g. Jenkins and Carpenter-Song 2005; Good et al. 1990, 2003). This is not 
to say that they ignore challenges and present barriers to the clinical social interaction. 
Focusing on positive aspects in the clinical encounter may provide an alternative venue 
for original discourse and new opportunities to capitalize on good practices.  
For example, Elizabeth Carpenter-Song recommends that "taking positive 
experiences seriously opens up fresh analytic space for us as researchers to shift from 
documenting what's wrong toward specifying what may work" (Carpenter-Song 2011: 
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171). This is especially important in providers' care for refugee patients, where the 
clinical encounter is complicated by patients' painful histories and life and health altering 
experiences. Indeed, a focus on how providers learn to navigate cultural differences - 
inevitably present in refugee patient encounters - will shed more light on how medical 
practitioners establish rapport and positive therapeutic alliances with their patients. 
Attention to positive clinical relationships "is called for to push back against rationalized, 
reductionist care and to advocate for what may really work" instead of a one-sided 
perspective into the "problematic interface between patients and providers" (Carpenter-
Song 2011: 181, 168). 
 
Defining the Physician-Patient Relationship: Sick Role, Power, Affective Neutrality, 
& Effective Communication  
As a process of social interaction, the physician-patient relationship is central to 
the practice of medicine. Talcott Parsons was the first social scientist to theorize the 
doctor-patient relationship (Hughes 1995). Parsons' arguments centered on the premise 
that illness was a form of deviance (deviant behavior) that required reintegration with the 
social organism – the movement from social dysfunction to social function. By deviance, 
Parsons implied that illness exempted people from normal day-to-day activities such as 
work, and thereby was potentially threatening to the stability of society if uncontrolled 
(Parsons 1951:460).  
In order to exhibit control over this deviance, a legitimized "sick role" was 
necessary to make illness a transitory state to reclaim normal, socially functional role 
	   18 
performance (Parsons 1951). Parsons articulated four norms attributed to the functional 
sick role: 1. the patient is void of responsibility for their illness; 2. the ill are excused 
from normal social responsibilities until cured; 3. illness is undesirable; and 4. the ill 
must exercise help-seeking (Parsons 1951). Within this framework, Parsons positioned 
the physician's role as one that encompasses the representation and communication of 
these norms to the patient to control their deviance (Parsons 1951). 
However, Parsons suggested that the modern physician role possesses affective 
clinical neutrality which is protected by emotional distance between provider and patient. 
Parsons argues that "the physician's role as specifically limited to concern with matters of 
health, and the injunction to observe an impersonal, matter-of-fact attitude without 
personal emotional involvement" (Parsons 1951:459). From this perspective, Parsons 
implies that egalitarian universalism, professional autonomy, and authority became 
engrained in the physician's role "in the social structure of Western society" through 
social role expectations and the process of normative socialization (Parsons 1951: 459; 
Hughes 1995).  
Nonetheless, Parsons' theories have been challenged by a number of scholars on 
at least five ways. Firstly, affective neutrality is not steadfast when physicians react 
negatively to dying patients, patients who are non-compliant, and patients whom doctors 
classify as complainers (Hafferty 1988; Smith & Kleinman 1989; Hughes 1995; Donovan 
& Blake 1992). Secondly, providers react less positively to patients who can be held 
liable for their illness (e.g. obesity and lung cancer) than to "innocent" patients (Kelly 
1987). Thirdly, Parsons' theory speaks for acute illness rather than chronic illnesses 
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where a sick role is permanent and non-transitional (Mechanic 1959; Glenton 2003; 
Varul 2010). Fourthly, there are cultural, inter-cultural, inter-personal and social class 
variability in the construction of sick roles and norms (Petroni 1969; Butler 1970; Hughes 
1995). Fifthly, Parsons' model rests on the long-term relationship with a family physician, 
but there is a nationwide shortage of primary care practitioners and over-specialization 
may make this "dyadic role model incomplete" (Hughes 1995; Lubell 2013).  
Although the changing landscape of modern medicine may complicate and 
question Parsons' theoretical model, he is nevertheless responsible for laying the 
conceptual foundation for the social and communicative interactions that define the 
provider-patient relationship. Hence, a positive patient-physician relationship is a social 
process that hinges on effective communication. In her seminal work, The Paradox of 
Hope, Cheryl Mattingly positions communication as a vehicle through which trust is built 
and/or destroyed during the clinical interaction. She states that “creating trust…is a 
significant factor in the effectiveness of health care” and that trust is “actively created” by 
clinicians and patients (28,156). Further, evidence indicates that physician-patient 
communication can affect patient satisfaction, adherence, and consequently, health 
outcomes (Betancourt, Carrillo, Green 1999; Barrier, Li, Jensen 2003; Bradley 2002; 
Stewart et al. 1999).  
Additionally, research suggests that social and cultural differences between 
patients and providers can influence good communication and clinical decision-making 
(Eisenberg 1979; Betancourt, Carrillo, Green 1999; Wachtler, Brorsson and Troein 2006; 
Bradley 2002). Commonly, patients present different understandings and beliefs 
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regarding health and illness based on their socio-cultural background. How providers 
communicate with and learn to understand their patients is integral to a positive 
therapeutic alliance (Manassis 1986; Mattingly 2010). 
 
Why Are Positive Physician-Refugee-Patient Relationships Important? 
In the United States, 38.5 million people are foreign-born, one in three arriving 
since 2000 (Waldorf, Gill, & Crosby 2013). In 2012, The United Nations High 
Commissioner for Refugees reported that 45.2 million people "were forcibly displaced 
worldwide as a result of persecution, conflict, violence, and human rights violations" 
(Crosby 2013: 520). This number includes at least 10 million refugees (Crosby 2013). 
Since 1975, the U.S. resettled over 3 million refugees (Crosby 2013). Annually, the U.S. 
government admits 40,000 to 90,000 refugees (RHTAC 2013; Crosby 2013). In 2012 
alone, nearly 62,000 refugees from 80 countries and 40, 000 asylum seekers were 
resettled through the Federal Refugee Resettlement Program (Crosby 2013).  Each year, 
approximately 5% of these refugees settle in New England (BMC 2013). Irrefutably, such 
resettlement data represents a significant portion of patients that are seen by area 
physicians (Walker & Barnett 2007; BMC 2013).  
The growing number of refugees has posed challenges for physicians unfamiliar 
with various cultures. One 2005 JAMA article revealed that out of the 3,435 resident 
physicians surveyed, "substantial percentages of respondents believed that they were not 
prepared to provide specific aspects of cross-cultural care, including caring for patients 
whose health beliefs were at odds with Western medicine (25%), new immigrants (25%), 
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and patients whose health beliefs affect treatment (20%)" (Weissman et al. 2005, cited in 
Walker & Barnett 2007). This publication prompted systematic changes in resident 
education, policy, and health care administration. However, much work still needs to be 
done to curb the reported "quality chasm" in American health care (Walker & Barnett 
2007). In order to provide equitable, quality care to multicultural populations and achieve 
desired health outcomes, both providers and health care delivery systems need to be 
prepared and equipped with requisite resources and skills (Walker & Barnett 2007).    
Despite a healthy collection of critical and analytic multidisciplinary studies on 
refugee and immigrant care, limited public health, medical, and anthropologic works 
have focused explicitly on what we can learn from positive physician-refugee-patient 
relationships. Therefore, my decisions to focus this study on physician-reported 
experiences caring for refugees will, to answer Carpenter-Song’s call, shed light on "what 
[approaches] may work" in the most acute instances of cultural difference (Carpenter-
Song 2011:181).  
While there are differences in each and every patient encounter, refugee patients 
exhibit drastically different explanatory models of health and treatment (Walker & 
Barnett 2007; Ingleby 2005; Eisenbruch, De Jong, and vand de Put 2004; Gavagan and 
Brodyaga 1998). Refugees’ tragic backgrounds and language and cultural differences 
influence their presentation of symptoms, thresholds for seeking care, ability to 
understand prescribed treatments, expectations of care, and adherence to preventive 
measures (i.e. health screening) and medication regimens (Hoang and Erickson 1985; 
Jones and Gill 1998; Kang, Kahler, and Tesar 1998; Ingleby 2005; Butow et al. 2011; 
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Eisenbruch, De Jong, and vand de Put 2004; Gavagan and Brodyaga 1998; Ngo-Metzger 
et al 2003; Ferguson & Candib 2002; Walker & Barnett 2007).    
With this in mind, attention to the narrative, self-reflective process of how 
physicians establish strong therapeutic bonds with their refugee patients is crucial for 
physicians’ empowerment, motivation, and general professional and moral development 
(Branch 2000, 2005; Charon 2001; Mattingly and Garro 2000; Kleinman 1988). 
Additionally, the evaluation of physicians’ narratives of clinical “critical incidents” – 
powerful events or experiences that have a deep psychological impact on a provider – are 
central to the professional and moral development of medical students, residents, and 
seasoned practitioners (Branch 2005; Brady, Corbie-Smith and Branch 2002; Bradley 
1992; Flanagan 1954).  
A refugee does not fit into a conventional patient frame (Ohmans, Garrett, and 
Treichel 1996). Refugees have distinctive needs and concerns that are shaped by their 
"traumatic" histories and cultural backgrounds. A physician’s clinical disposition towards 
a refugee patient is important for efficacious communication, mutual decision-making, 
and healing (Ingleby 2005; Manassis 1986; Ohmans, Garrett, & Treichel 1996). When 
referring to clinical disposition, I mean a physician’s tendency to act or think in a 
particular way or, simply put, a physician’s temperament or attitude toward any given 
patient. With this in mind, as with any person, a clinician’s disposition (how he/she 
thinks about and approaches the patient) influences the type of care he/she offers (the 
action). In this sense, attitudes impact practice. However, in this study, I will argue that 
both dispositions and practices are not independently constructed. Through the narratives 
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of my informants, I will demonstrate that dispositions and practices are shaped in relation 
to another human being. In essence, the clinical interaction is an active co-construction of 
a relationship that is healing and one that goes beyond the self. Likewise, the physician-
refugee-patient relationship “most centrally involves the practice of creating, or trying to 
create, lives worth living even in the midst of suffering...” (Mattingly 2010: 6).       
On theoretical grounds, as I will argue in chapter six of this thesis, a physician can 
develop specific dispositions in the context of his or her clinical practice and experiences. 
In other words, I posit that clinicians develop a particular professional “habitus” (a 
system of dispositions – ways of thought and practice) to a particular “social field” 
(refugee care) (Bourdieu 1977, 1980, 1987; Bourdieu & Wacquant 1992).  
So why is clinical “disposition” so important to effective medical care? Over the 
span of two decades, numerous medical and public health studies evidenced that 
physician “characteristics” (e.g. age, gender, race, religion, experience, 
preferences/attitudes, training, sensitivity, practice setting, etc.) influence physicians’ 
prescribing behavior and decision-making and diagnostic processes (Robbins et al. 1994; 
Chistakis & Asch 1995; Hinchey & Jackson 2011; Thira & Patarawan 2012; Chu et al. 
2014; Lee, Durbin-Johnson, & Kurzrock 2015). Consequently, in tandem with the 
inclusion of psychology and sociology into the new MCAT, the MR5 – an AAMC 
advisory committee of reviewers of the MCAT – is working on a method to measure 
personal characteristics (e.g. interpersonal skills, resiliency, dependability, service-
orientation, etc.) in medical student selection (MR5-AAMC 2015). Accordingly, 
individuals’ characteristics influence behaviors and behaviors guide decision-making and 
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clinical practice. Likewise, analyzing how physicians define and engage with challenges 
in refugee care may contribute to improving training for current and future physicians 
and enhance their professional development. 
 
Cultural Competence as Panacea?  
In our diverse society, physicians are likely to treat multicultural patients (Walker 
& Barnett 2007). Subject to variability by geographic location and practice setting, many 
physicians treat present-day patients who may exhibit limited English-language 
proficiency, have varying care-seeking behaviors, and have different expectations of care 
(Betancourt et al. 2005). Providing care is not an effortless endeavor. Differences in the 
patient population may pose clinical challenges in building positive therapeutic 
relationships.  
As discussed earlier, in response to changing patient demographics and reported 
disparities attributed to marginalized populations, clinicians and researchers have focused 
on improving therapeutic alliances and mitigating inequalities in health care through 
cultural competence education and practices (Betancourt 2004; Taylor 2003; Chong 
2002; Engebretson 2011; Matthew 2005; Purnell & Paulanka 2008; AHRQ 2013; HRSA 
2013; JCAHO 2013; OMH 2013). In this sense, the desired outcome of the cultural 
competence movement is to sensitize biomedical providers and health care delivery 
systems to the complexity of culture-bound interpretations of health, health-seeking 
patterns, and treatment practices based on patients’ race, ethnicity, nationality, and 
language. In turn, these policy initiatives seek to improve clinical understanding between 
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patients and providers, strengthen communication, and ease the objective diagnosis and 
treatment process for the provider. Overall, "cultural competence efforts challenge 'one-
size-fits-all health care'" (Carpenter-Song 2011:178; Brach & Fraserirector 2000).  
At first glance, cultural competence may seem a panacea for mutual clinical 
understanding and may even mimic "decades of anthropological and cultural psychiatric 
research calling for awareness of local conceptions of illness that may differ from 
Western biomedical approaches" (Carpenter-Song, 2011:178). Nonetheless, cultural 
competence efforts have been criticized on the premise that their application in 
biomedical settings points to a basic and misleading conceptualization of culture 
(Kleinman & Benson 2006). Anthropological critiques accentuate that cultural 
competence models describe culture as a static entity, identify culture as race, ethnicity, 
and nationality, disregard intracultural variability within racial/ethnic groups, treat culture 
as a variable, reduce culture to a list of traits, unintentionally place blame on a patient's 
culture, attribute culture to "difference", introduce potential racism in the clinic, discount 
the structural inequalities in society, discourage "cultural humility" and forget that 
biomedicine is also a cultural system (Kleinman and Benson 2006; Tervalon and Murray-
Garcia 1998; Good et al. 2003; Good and Hannah 2010; Taylor 2003; Shaw 2005; Jenks 
2011; Carpententer-Song, Schwallie, and Longhofer 2007; Lee and Farrell 2006; 
Santiago-Irizarry 1996; Holmes 2012). 
Thus, while cultural competence is an important step in attempting to construct 
stronger physician-patient relationships through better communication and understanding, 
it has often taken a reductive approach and rather than asking "the central question of 
	   26 
recognition," i.e., ’Who are you?’ it instead facilitates the assumption that "I know who 
you are!" (Carpenter-Song, 2011:179).  
 
Potential Barriers to Effective Clinical Interactions: Medicalization of Refugee Life 
& Mental Health 
To complicate things, other barriers to good physician-refugee-patient 
relationships include the medicalized view of refugee life, combined with biomedical 
interpretations of mental health.  Emphasis of the psychological status of refugees has 
enlivened a growing body of research on trauma and PTSD. Nonetheless, psychiatrists 
and anthropologists (e.g. Kleinman 1995; Young 1995; Summerfield 1999, 2000, 2001, 
2004, 2005; and Ommeren, Saxena & Saraceno 2005; Fassin & Rechtman 2009) dispute 
the validity of the catch-all term “trauma” as an adequate explanatory model for 
distressing events. These scholars call PTSD a pseudo-condition, arguing that PTSD and 
trauma are socially constructed, and over-medicalized:  
The criteria for PTSD do include those of physiological arousal, but the text’s 
[DSM] emphasis seems very much on emotional responses. The problem with 
mapping distress in the mind of the individual is that such a cartography tends to 
overlook the fact that the causes, locus, and consequences of collective violence 
are predominantly social (Kleinman 1995: 178-180). 
 
Along the same lines, Summerfield (1999) indicates that Western psychiatric 
communities medicalize the distress refugees convey. This occurs because psychiatric 
models of causation apply biological constructs to the lived experiences of refugees. 
However, in non-western cultures, distress is not an internal emotional phenomenon 
(Summerfield 2000, 2004). On a case-by-case basis, some refugees may conceptualize 
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distress as external social experiences rather than biological symptoms (Kirmayer 1989). 
Kleinman (1987) argues that although signs of distress (i.e. PTSD) can be identified 
globally, it is a fallacy to assume that distress carries identical meanings in every cultural 
context. Likewise, Kleinman and Good (1985) claim that “describing how it feels to be 
grieving or melancholy in another society draws one into an analysis of radically 
different ways of being a person” (cited in Summerfield 2005: 103).  
To explain the asymmetry between biomedical and indigenous explanatory 
models of distress, Summerfield (2000: 422) provides one compelling reason: 
Western cultural trends – accelerating in the twentieth century – towards the 
medicalization of distress, and the rise of talk therapies, provide the backdrop to 
the discourse of ‘trauma.’ Medicine and psychology have replaced religion as the 
source of descriptions and explanations of human experience, and individual 
psychology has come to be seen as the core human nature everywhere. 
 
In an earlier work, Kleinman (1995) takes a similar stance: 
And that is one of our chief complaints about PTSD: it medicalizes problems as 
psychiatric conditions that elsewhere and for much of human history in the West 
have been appreciated as religious or social problems (181). 
 
Ironically, while Western medical communities recognize distress and trauma as 
psychological symptoms requiring therapy, “there is little evidence that those affected [by 
traumatic experiences] anywhere in the non-Western world have seen their mental health 
as an important issue apart, and wanted treatment specifically for this” (Summerfield 
2004: 9).  
Although refugees commonly have traumatic histories and sometimes need 
psychiatric assistance, indiscriminant application of medicalized paradigms of trauma can 
overlook their pragmatic concerns (Summerfield 2004, 2005). Additionally, Dr. 
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Bernhardt, an OB/GYN provider I interviewed, accentuates that refugees may prioritize 
their social and economic concerns over their physical or mental health. She states,  
...So all of [these medical tests] may not be useful for the patient at all if they 
don't have food, if they don't have a safe place to stay, they are not going to take 
things like diabetes medication and all these things, if they are not sleeping 
because they have nightmares about what happened to them in the past, so none 
of this other [biomedical] stuff is going to matter to them... 
 
Taking the literature and Dr. Bernhardt’s insights into consideration, a sole focus on the 
biological and behavioral ramifications of distress may facilitate the medicalization of 
refugee life itself.  
In lieu of this approach, Summerfield (2005) argues that “there may be risks that 
the host society offers refugees a sick role rather than what is really sought: opportunities 
for meaningful citizenship as part of rebuilding a way of life, [learning the host country’s 
language, finding a place to live or seeking employment opportunities]” (110). 
Specifically, the biomedical gaze “may reduce still evolving experiences, meanings and 
priorities of [refugees] to a single category – trauma – so that refugee suffering is too 
routinely attributed to pre-flight events, neglecting current factors” (110).  
Correspondingly, Kleinman (1995) argues that using “purely medical phrasings distort 
and neglect the social experiences that sufferers undergo” and that “medicalizing political 
violence removes the human context of trauma as the chief focus for understanding 
violence…[and] treats the person as a patient, the host of a universal disease process, 
victim of inner pathology” (182). 
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Reverse Psychology: Learning from Best Practices & Efficacious Clinical 
Interactions 
Despite potential barriers intensified by medicalized views of refugee life and 
mental health or the missteps of cultural competence models, there is still an opportunity 
to accentuate the positive aspects of clinical relationships in refugee care. Recently, in a 
psychological study published in Proceedings of the National Academy of Sciences, 
Hameiri et al. (2014) suggest that criticism or opposition may not be the most effective 
way to change attitudes. In this sense, what if the best way to rearticulate policy and 
reframe peoples' mindsets is not to focus on solely what is wrong, but to stress what 
practices are efficacious, pragmatic, and outcome-driven.    
This study is designed to explore how physicians find ways to establish positive 
therapeutic relationships amidst cultural differences. Taking a positive approach and 
showing effective interactions in refugee care may add an original perspective to existing 
literature and provide an alternative way to conceptualize cross-cultural clinical 
encounters. To accomplish this, for this study, I chose to focus on the physician-refugee-
patient relationship, because such clinical interactions depict the most vivid collisions of 
cultural differences (Ingleby 2005; Eisenbruch, De Jong, and vand de Put 2004; Gavagan 
and Brodyaga 1998). Likewise, exploring efficacious, physician-reported experiences in 
refugee care from a phenomenological perspective (looking at the lived-experiences of 
providers) will not only elicit the “macro structural dimensions of [physicians’] social 
existence (the way discursive regimes are embodied and played out in everyday [clinical] 
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practice) but also “the personal, intimate, singular, and eventful qualities of [physicians’] 
social li[ves]” caring for refugees (Mattingly 2010:7).  
 	    
	   31 
CHAPTER THREE 
METHODS 
 
Chapter Overview  
In this chapter, I describe the research question and methodology of this study, 
explain the sample selection, explicate the triangulation process, describe the 
operationalization, data collection and qualitative analysis processes, review the 
limitation of the study, explain ethical concerns and safety measure, and provide an 
ethnographic account of my research site.  
Practically driven by the short duration of the study (June - July 2014) and the 
lack of resources for multi-site data gathering, I developed a research design for a 
phenomenological study focusing on the lived-experiences of physicians in a refugee 
center at a New England, safety-net hospital. As stated by Bernard (2011:20), "in a 
phenomenological study, the researcher tries to see reality [the lived-experiences] 
through another person's eyes." In this sense, the purpose of this study was not to produce 
generalizable data, but to contribute knowledge valuable for the delivery of quality care, 
improvement of health outcomes, policy origination, and resident education. 
 
Research Question & Methodology 
This qualitative, phenomenological case-study focuses on physician-reported 
experiences caring for refugees in order to investigate what experiential factors 
contribute to effective therapeutic relationships. My choice to focus on “experiential” 
factors is based on my interest in the practical knowledge and skills learned by physicians 
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through their lived-experiences caring for refugee and asylee patients. In other words, I 
was interested in the “process whereby knowledge is created through transformation of 
experience” (Kolb 1984: 38). In an attempt to answer this research question as thoroughly 
as possible, this study also aimed to: 
(1) explore physicians’ experiences caring for refugees/asylees;  
(2) identify thoughts about, and clinical challenges associated with, working in 
refugee care;  
(3) identify whether or not physicians consider the cultural background and/or 
explanatory illness models of refugee/asylee patients as important to diagnosis 
and treatment; 
(4) explore what physicians identify as the most important aspect of establishing 
effective clinical relationship;  
(5) explore how (if) physicians accommodate culturally-specific health needs of 
refugee/asylee patients;  
(6) identify whether or not physicians undergo special training in order to care for 
refugee/asylee groups;  
(7) delineate physicians’ motivation to enter refugee care;  
(8) identify whether or not physicians experience critical incidents (CIs) during 
their career in refugee care, and how (if) these CIs impacted their professional 
development.  
 
On theoretical grounds, I sought "to understand the perspective of those being 
studied," hence the decision to utilize qualitative research methodology (Bryman 1988: 
61-63, cited in Harding 2013: 175). Additionally, due to the small number of informants 
available in the research site, qualitative research methods were both more feasible and 
optimal for reliable data collection (Harding 2013: 175).  
 
Sample selection 
In order to address the research questions, I used purposive, nonrandom sampling 
to select physicians who care for refugee/asylee populations at a large safety net hospital 
in the Boston area (Harding 2013:17). Due to the small sample size (n = 6) of clinicians 
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affiliated with the refugee Center, purposive sampling allowed me to focus on the depth 
and quality of information provided by each informant.  
Inclusion criteria for the sample selection were as follows: (1) physicians who 
provide direct care to refugee patients in a refugee center at a New England, safety-net 
hospital; (2) adult (18-64 yrs); (3) all ethnic groups; (4) all genders. Exclusion criteria 
were as follows: (1) other clinical staff providing care to refugees in a refugee center at a 
New England, safety-net hospital; (2) patients; (3) refugees.  
I interviewed two male physicians and four female physicians. Two specialized in 
psychiatry, two in OB/GYN, one in infectious diseases, and one in Family Medicine. The 
mean length of time caring for refugees (specializing in care for refugees/asylees) was 
approximately twenty years. 
 
Data Triangulation  
 
According to Flick, Kardoff, & Steinke (2004),  
...new perspectives in the triangulation of data are emerging: apart from their use 
in interviews, visual data may be triangulated with verbal data as an independent 
source of information [and] completely new types of data, such as electronic data, 
are opening up further possibilities of triangulation with traditional types of data 
(179). 
 
For this reason, triangulation of data - "combination of data drawn from different 
sources and at different times, in different places or from different people" - was integral 
to testing the research instrument and findings for reliability (Flick, Kardoff, & Steinke 
2004:178).  Reliability "refers to whether or not you get the same answer by using an 
instrument to measure something more than once" (Bernard 2011: 42).  
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With these principles in mind, the operationalization, data collection and 
qualitative analysis process was triangulated to cross-reference informants' input with 
field and cyber-participant observation (participant observation of virtual or online 
content), systematic observation of digital content provided by the Center, and 
respondents' own publications, and video content.   
 
Operationalization, Data Collection, & Data Analysis 
I initiated the research inquiry deductively, “involving setting the research 
question on the existing literature” (Harding, 2013:12). My plan for data analysis 
incorporated both inductive and deductive approaches; meaning that I analyzed interview 
data before and after “considering the relationship of the findings to existing knowledge” 
(Moses and Knutsen, 2007: 22). 
 
Interviews 
I conducted in-depth, semi-structured interviews in order to capture physicians' 
experiences and perspectives caring for refugee groups (Harding, 2013:22). The 
interviews were semi-structured to ensure that I presented the same questions to each 
respondent and to allow room for planned and unplanned probing. I tested the interview 
questions with one health care provider and my research protocol adviser for (1) clarity of 
questions; (2) relevancy of the questions; (3) depth; (4) logical order; and (5) effective 
probes. I divided the interview instrument into two sections. Section one focused on six 
demographic questions, while section two transitioned to in-depth inquiries and probes 
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(See Table 1). The duration of each interview was approximately 60 minutes.  
Table 1. Semi-structured Interview Instrument 
Section 1 
1. How long have you been practicing medicine? 
2. How many refugee patients do you see a week? 
3. What part of the world/countries do most of your refugee patients come from? 
4. What services does the refugee center provide? 
5. Are you patients referred to you or can they make direct appointments?  
6. How long have you provided care to refugee populations? 
______________________________________________________________________ 
Section 2 
7. What motivated you to provide health care to refugee/immigrant populations? 
8. Did you undergo any additional training to work with refugee populations?. 
9. Do cultural differences in patients (refugees) play a role in your practice? 
a. Probe: Do you take culture into account when caring for your patients?  
b. Probe: In what ways? 
c. Probe: Do you think consideration of cultural differences is essential to 
forging a good physician patient relationship? 
10. Considering that refugees may have traumatic histories and different socio-cultural 
backgrounds, does providing care for refugee patients present any challenges? 
11. From your experience, what is the most important aspect to be aware of when 
working with refugee patients? 
12. Refugees come from different cultures and may have different 
understandings/expectations of Western healing practices. How do you address or 
accommodate these differences? Is it a challenge? 
13. Is there a difference between how you would communicate with a refugee patient 
compared to a non-refugee patient (Western patient)? Please elaborate.  
14. Have you had any experiences (Critical Incidents) in your career that have in some 
way changed your approach to care (in your work with refugees)? 
a. Probe: Could you give me an example? 
15. Is a good clinical relationship with your refugee patients important to you?   
a. Probe: Could you identify what constitutes an ideal physician-refugee-
patient relationship?  
i. Probe: What would you say is your role in establishing and 
maintaining this relationship?  
ii. Probe: What are your expectations from the patient in the clinical 
relationship? 
16. From your experience, what would you say are the most important aspects of 
establishing and maintaining a good clinical relationship with your refugee 
patients? Please Explain. 
a. Probe: Could you please give me an example when you put this into 
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I recorded and transcribed each semi-structured, in-depth interview using Word 
and Audacity - a secure, sound editing software. Before coding the data, I read the typed 
interview transcripts line-by-line and word-by-word for accuracy and completeness. I 
imported the typed transcripts into NVivo10 qualitative data analysis software and coded 
with a combination of thematic a priori and empirical codes that stemmed from narrative 
and discursive analysis.  
Further, because several informants had emotional responses speaking about their 
experiences caring for refugee patients, I performed a second round of coding to capture 
the meaning and context of their emotions. As accentuated by Saldana (2012:86), "since 
emotions are a universal human experience, our acknowledgement of them in our 
research provides deep insight into the participants' perspectives, worldviews, and life 
conditions."  Accordingly, I used emotion codes - "label[ing] the emotions recalled 
and/or experienced by the participant, or inferred by the researcher about the participant " 
- for cathartic interview segments (Saldana, 2012:86). Emotion codes were synthesized 
with an all-encompassing codebook for interview data.  
Pre and post coding, I employed the constant comparative method to identify 
similarities and differences between each interview. "The key reason for using the 
constant comparative method is identified by Dey (2004:88): 'Comparison is the engine 
practice? 
i. Is this something you learned through your experience caring for 
refugees or is this taught in medical school/residency programs? 
How did you realize this aspect was important? 
17. What recommendations would you give a resident or a medical student before 
their entry into refugee care? And why?  
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through which we can generate insights, by identifying patterns of similarity or difference 
within the data'" (cited in Harding 2013:66).  
 
Participant Observation  
Harding (2013:21) describes participant observation as the process through which 
"the researcher immerses themselves in the social setting that they are studying and takes 
part in relevant activities." In order to collect multidimensional data, I conducted field 
participant observation in two public events sponsored by the refugee center. For each 
event, I recorded field notes and coded the data thematically, applying the identical 
analytic process utilized for interview data.       
 
Document & Online Content Analysis  
In addition to interviews and field participant observation, I conducted systematic 
observations to collect and analyze data from the center's online content. The researcher 
used a thematic rubric that identified the (1) purpose of each document/web-page, (2) 
presentation, (3) message conveyed, (4) general layout, (5) accessibility, (6) audience, 
and (7) agency.  
I assessed the following online content: (1) the center's website/Facebook page; 
(2) the center's online course about caring for survivors of torture; (3) the center's slide 
presentation on ethno-cultural aspects of refugees and torture survivors.  
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Lastly, I compiled and cross-referenced research studies, digital newspaper 
articles, and video footage produced by key informants according to recurring themes 
from interview and participant observation data.  
 
Limitations 
One limitation of this study is the focus on physician perspectives. Despite the 
presence of other health providers (e.g. social workers) in the center, I chose the 
maximum number of clinicians affiliated with the center in order to gain an in-depth 
understanding of physician-reported experiences caring for refugee groups. Considering 
the short duration of the study, a purposive sample of six physicians was both a realistic 
and practical choice.  
Ideally, if time constraints had not been an issue, I could have taken a more 
holistic approach and incorporated other health care providers in the inclusion criteria. 
Nonetheless, the breadth and quality of the interview data, documentary analysis of 
multidisciplinary literature, and participant observation served to counterbalance the 
narrow sample size. 
Additionally, I selected informants by a purposive sample. Considering that a 
purposive sample is a non-representative subset of a larger population, the findings are 
not generalizable to other refugee centers or refugee clinicians in the United States. 
However, as mentioned previously, the goal of this study is not to make generalizations, 
but to add to theory. 
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Ethics 
The central ethical concern of this study was the loss of confidentiality. Due to a 
narrow sample size, there was a chance that participants might become aware of who is 
included in the study and whether or not a participant completed the interview process. 
To protect the confidentiality of informants, I conducted informed consent and interviews 
privately in physicians' offices. Participants were well aware of the small number of 
Center physicians, and thus knew when they participated that recognizable incidents 
might lead to their identification, despite de-identification of data, and chose to continue, 
anyway. 
Further, I did not identify study participants by name nor have their responses 
been linked to any personal identifying information in written records. I did not record 
any identifying information. Final reports do not use any individual identifying 
information. All hand-written study data and audio-recordings were kept in a locked safe 
and all transcribed interviews were stored in a password protected computer file in a 
password-protected computer. 
 
Context            
Gaining Access & Building Rapport: An Ethnographic Approach to a Refugee Center’s 
Open House Experience  
 
Entering the towering Rollins Building (not its real name) at a large New England 
safety-net hospital, the cold, sterile hospital scent is a sharp change from the choking pall 
of cigarette smoke and car exhaust outside. As I searched for the elevators, I could not 
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help but notice the worn, shoe-marked floor. Dust and dirt hid in corners as if hiding from 
the light. Reaching the elevators, I was greeted with a multitude of hand and finger prints 
as the silver doors parted. I walked in, my hand searching across two rows of floor 
numbers and pushed the dimly lit number ten.  
The elevator doors opened with a welcoming "ding," followed by a metallic 
screech. I looked at my watch. I had arrived fifteen minutes early. The hall was empty, 
not a sound. I looked around. The overhead pipe-work glared down at me menacingly. A 
small pile of construction debris, chipped wall paint, and carpet rolls populated the West 
side of the corridor. Still, not a sound. In the distance, I could hear a vent humming a 
monotonous melody. As I strolled down the corridor, looking for signs of life, I made my 
way into the Psychiatry Department. Realizing I had wandered too far, I crossed the 
border back into the Center.  
Glancing from left to right, most doors were shut. Everything remained quiet, 
except for the occasional, reprimanding grunt from a bulky Xerox machine patrolling the 
border between the Psychiatry department and the Center. Soon, I began to wonder if I 
was in the right place. I looked at my watch, ten minutes before the start.  
As I strolled back through the long, winding corridor, six offices peeked back at 
me, their doors adorned with yellow, pink, and blue reminder stickers and white and 
black calendars and comics. Passing four offices I stumbled upon a partly open door. The 
light from the inside spilled onto the dimly lit floor. I knocked lightly. No one answered. 
I pushed the door open and was taken aback by a flood of colors. The entirety of the back 
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wall was covered in colorful explosions of yellows, greens, reds, blues; every color 
imaginable.  
Before I could take a closer look, I heard footsteps behind me. I spun around and 
noticed a woman carrying a large tray of Danish cookies. "Hi! Are you here for the Open 
House?" she asked excitedly. I said "Yes," helped her with the tray, and introduced 
myself. She introduced herself, expressed gratitude that I came, and kindly asked me to 
wait a few minutes in the nearby waiting room. I remembered feeling relieved that I was 
in fact in the right place. 
I thanked her and entered a small waiting room. Fifteen seats scrunched together 
around the left-hand perimeter of the room. On the right side, stood a coffeemaker, giving 
off an inviting aroma. At the end of the room, two office doors stared each other down, as 
if arguing over each other's awkward placement in a tiny waiting room. On the back wall, 
plants and pamphlets covered a small window. The walls, the chairs, the knee-high tables 
in the corners were dusty and old. A little tricycle stood in the middle. The blue and green 
coating on the tricycle was like a blotch of paint on a white canvas.  
As I sat in this small space, I began to hear new voices, laughter, and the click-
clack of shoes. The elevator ding became more frequent. The sudden burst of sounds 
invited me out of the waiting area. Soon, the woman (social worker), whom I had met 
earlier, invited the gathering crowd to begin the "sign-in process" by forming a line and 
recording one's full name, email, and telephone number on a provided chart. A total of 
twenty people arrived. Then, we were told to make ourselves comfortable in the 
Conference room, the room exploding with color.  
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The Conference room held a large, chipped table. Creaking chairs outline the 
table and continue to line the back of the room. As we all squeezed ourselves into this 
space, none of us could take our eyes off of the colorful mural covering the entire back 
wall. As I would learn, the Conference room is the main space for every Open House, 
and the mural serves as the main point of attraction.  
The furnishings in the waiting area and the Conference room were faded, chipped, 
and dusty. The initial quiet aura and the aging furnishings created a sensation that time 
had stopped years ago. Despite this atmosphere, the mural filled an otherwise colorless 
room with a splash of bright vitality.  
As everybody got situated, Dr. Patterson, the director of the Center, entered the 
room. She wore a white lab coat with her name, title, and credentials embroidered on the 
left, front side of the coat. She walked in quietly and, in a voice just slightly above a 
whisper, welcomed everyone. She sat right next to me and acknowledged my presence 
with a smile and a nod.  
A few seconds later, the Center's student volunteer joined her with a stack of 
navy-colored folders. The volunteer passed out the folders to all members. After the 
folders were distributed, Dr. Patterson engaged the attendees by asking each person to 
introduce themselves, tell briefly about why they came, how they heard about the Center, 
and why they are interested in refugees or human rights.  
I was first to go. As I spoke, Dr. Patterson jotted down most of what I said. She 
maintained eye contact and appeared genuinely interested in what I had to say. In a 
nutshell, I articulated that I was a medical anthropology student studying at a local 
	   43 
medical school, that I have a strong interest in a career public health and medicine, and 
that my current education in medical anthropology allows me to explore the social and 
cultural aspects that contribute to the epidemiology of disease. After I finished my short 
introduction, she addressed me and the rest of the group, "We have some intellectual 
sophistication here (gesturing towards me), don't we?" Everybody echoed with a short 
chuckle. Then she leaned towards me and whispered that she was glad I came.  
This was the moment where the door opened; the moment where I left a strong 
first impression, not just by my business professional attire, but how I presented myself. 
Perhaps Dr. Patterson and other Open House attendees were not familiar with medical 
anthropology, but they understood that it was associated with my future goals to become 
a public health/medical practitioner. My seriousness and the way I framed my studies in 
medical anthropology became relatable both at the discursive and cognitive level, elicited 
respect, and invoked the interest of providers present at the Open House.  
In circular fashion, the introductions continued for about thirty minutes. Dr. 
Patterson continued to write brief notes as each person spoke. There were people from all 
walks of life: students, arts and crafts hobbyists, nurses, teachers, state workers, etc. 
Some of them were touched by the movie Hotel Rwanda and wanted to help. Some were 
interested in social work. Others simply felt the need to give back to their community. 
The one person that stood out, was an African man (a patient of the Center) that spoke 
slowly in a deeply accented, broken English. He wore traditional bright yellow-orange 
dashiki and black pants. He repeatedly expressed his gratitude for the Center, 
"I...I...um...I am appreciative for the Center forrr...fo...hel..ping me, I'm very... very 
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appreciative...they help meee a lottt." This man trembled a bit and spoke in a shaky voice, 
appearing very nervous. Dr. Patterson nodded him along with a supportive smile.  
After the introductions concluded, Dr. Patterson turned our attention to the 
contents of the folder. The folder contained an information packet about the Center's 
services, mission, patient demographics, funding agencies, and some history.  
It conveyed that the Center provides multidisciplinary services that include 
primary health care, mental health services, referrals for medical specialties and 
neuropsychiatric evaluation, medical and psychological affidavits for asylum seekers, 
dental evaluations, legal services, social services, English classes, and vocational 
rehabilitation. Such an array of services is unique and may be the epitome of holistic care. 
The Center operates under the interdisciplinary collaboration of providers and 
experts from New England safety-net hospital (Departments of Psychiatry, Medicine, 
Family Medicine, Pediatrics, Social Work, Interpreter Services), New England University 
(Schools of Medicine, Public Health, Dentistry, and Law), Global Lawyers and 
Physicians (NGO), and the National Center for Post-Traumatic Stress Disorder.  
Between 2004-2012, the Center has seen 1,987 clients (from 90 countries). Nearly 
81.5% of the center’s refugees and asylum seekers come from Sub-Saharan Africa. Of 
these, 39% are referred by an attorney/judge, 20% by other New England safety-net 
hospital clinics, 20% by self/family/friend, 12% by resettlement/ assistance organizations, 
6% by other, and 3% by the community.  
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In 2014, the Center received 101 new clients with 251 returning clients for a total 
of 352 clients. Of the 352 clients, 38% were male and 62% were female. From among 
this number, 95% of them have a personal or family history of torture.  
Moving away from patient demographics to emphasize the people behind the 
numbers, I was struck by how Dr. Patterson and the social worker shared brief anecdotes 
about their experiences working with refugee groups, when I met with them. Their short 
snippets included portrayals of torture, loss, survivorship, and resiliency. As they put it, 
witnessing the suffering of their refugee patients/clients has changed them as people and 
as providers. Dr. Patterson, who did most of the talking during the session I attended, 
stated that, 
...seeing refugees’ needs in contrast to my… and our (pointing to colleague)… 
position of privilege, has allowed us to reflect upon our role in each refugee 
life…as our patients feel better, we witness the victory of the human spirit over 
despair and brutality…this drives us forward… 
 
As she talked about this, Dr. Patterson's voice became softer and slower, as if 
every word had an unbearable weight of sadness. She stopped making eye contact, 
looked down at the table, and slumped her shoulders forward. As she continued speaking, 
people began to shake their heads in disbelief and acknowledgement. Some eyes began to 
sparkle with tears. It was clear that Dr. Patterson had a hard time keeping her professional 
composure when speaking about her experience and the attendees felt the emotional 
build-up.  
Beyond individual short stories, Dr. Patterson described the types of services the 
Center provides. Despite an overall emphasis on holistic care, the predominant topic of 
discussion was the refugees’ need for psychiatric intervention. The perpetual focus on 
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traumatic refugee experiences facilitated conversations related to refugees’ psychological 
and emotional suffering. Dr. Patterson stated,  
The road to recovery is unique for each person…our patients have often been 
exposed to extremes of human cruelty…our services are critical to the process of 
healing their emotional and psychological wounds [and] meeting their other 
needs.  
 
Fulfilling the true purpose of the open house, Dr. Patterson explained that since 
the Center lost some of its funding (for reasons unspecified) the implementation of 
services beyond biomedical treatment depends on community support and sponsorship. 
As Dr. Patterson pointed out,  
We seek to create community through projects involving art, food and culture, 
and sharing…we also connect with mutual assistance agencies in an effort to 
expand the safety net available to our patients. 
 
After making the above statement, she invited the attendees to turn their attention 
to the elaborate mural covering the back wall. The vibrant greens, reds, blues, and 
yellows animated the room. Superficially, the mural resembled the equivalent of a child's 
painting. However, as Dr. Patterson explained, the "Table of Welcome" mural had deep 
symbolic meanings.  
The mural was created by our clients...each portion of the painting symbolizes an 
individual's story of hope...represented by the doves... and healing...the table and 
people around it you see in the middle represent the joining together of people 
and their stories...we (gesturing towards the social worker and volunteer) would 
also like this to represent the communal, bonding nature of the healing process 
that we support in the Center.  
 
Every segment of the mural depicts the journey of many refugees. It portrays nostalgic 
depictions of life in Africa, dancing, raising children, playing drums, and riding bikes. 
The lush green grass and palm-like trees touch the ocean blue sky. The "Table of 
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Welcome" hosts a multi-racial gathering of people from all parts of the world. On the 
table, is an arrangement of fruits (i.e. bananas, watermelon, and mango) and a bouquet of 
flowers. A large, church-like structure lingers on the left side of the table.  
Soon, Dr. Patterson drew our attention to the upper right corner. Just behind a 
pink-roofed house with a yellow facade, stood a man wearing a suit, holding a briefcase, 
under the American flag. Dr. Patterson said that this symbolic image depicts the Center's 
goal for every client.  
We work with one individual at a time...our goal is to let each person 'pass 
through' our program...this man you see standing under the American flag has 
'graduated' from our program...he has walked the journey from 
newcomer...refugee...asylum seeker to citizen...we do our best to accommodate 
them and work with them...to recollect their stories...to help them rebuild their 
lives...this is a lengthy and sometimes complex process...but we are always taken 
aback by each individual's incredible resiliency. 
 
Transitioning our attention from the mural, the social worker stood up and 
brought forth a brown, tattered suitcase and put it in the middle of the conference table. 
She popped open each rusty, gold-plated lock and unfolded the front cover. The suitcase 
was empty, except for the dust particles that emanated from the bottom.  
She sat back down and began to tell us that most of the clients in the Center fled 
their homes, their countries due to war, oppression, torture, rape, and religious and 
political persecution. Most of them had little time to pack. They brought what they could, 
but most of them fled with nothing. Then she asked, "If you could imagine that you were 
fleeing for your life and had no time to pack...what would you put into your suitcase? 
What would you bring with you to a new country?"  
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She handed out note cards and gave us five minutes to write down what we would 
pack. Many people wrote down that they would pack clothes, legal documents, food, 
religious articles, family photos, children's toys, books, etc. Then we all went around and 
shared what we wrote down.  
Afterwards, the social worker told us that  
...often...our clients come empty handed...their life is the only thing they 
bring...they fight for it, they flee for it...sometimes they bring their kids, sometimes 
they come alone because they lose their entire families...we often don't value what 
we have...sometimes we have to bring things into perspective...you all came 
because you obviously care...we appreciate this and hope to establish a 
communal relationship with all of you...we really hope that you'll spread the 
Center's story in your communities...Thank you for coming.  
 
Dr. Patterson concluded the meeting with words of gratitude. She stated that 
community is an important aspect of healing and recovery for the Center's clients:  
They have been forced to flee their homes...to leave everything behind...their loss 
is tremendous and indescribable...making a community with all of you...whether 
it's through volunteering or donating or other things...is what makes us able to 
meet the needs of our clients and helps us demonstrate to them that they 
belong...that they have a new home that welcomes them...we invite you all to join 
our community, to come to our other public events... we appreciate all of you for 
coming and we hope to see you again soon. 
 
Soon after the conclusion of the Open House, I spoke to Dr. Patterson about my 
interest in studying the experiences of physicians caring for refugee patients and the 
possibility of conducting my research in the Center. Dr. Patterson responded very 
favorably and promised that she would initiate contact with other physicians in the Center. 
Several weeks later, all physicians affiliated with the Center expressed their willingness 
to participate in the study.  
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This experience demonstrates that, in some instances, rapport can be built in a few 
brief interactions, if the researcher speaks “the native language” of his/her potential 
informants and presents oneself as a professional intellectual who has both a noble and 
genuine interest in the informants’ lives and experiences. The first impression I left and 
these brief exchanges with my key informant opened the door to the Center, and more 
importantly, to the clinicians within. 
 
Ethics Revisited 
Does empathy have a place in research?: Ethics and the Interviewer-Interviewee 
Relationship  
Building rapport and trust with individual providers functioned the same way as 
my first conversation with Dr. Patterson. Through my eight years of operating PAN 
International and both working and volunteering in internationally ranked hospital 
systems, I have gained both familiarity of and appreciation for the medical profession. 
These prior experiences helped me communicate and invoke the interest of clinicians I 
interviewed. In many ways, I felt that my informants spoke to me not as a distant 
researcher, but as an individual who will one day partake of their art.  
The affinity between me and my informants extended beyond politeness and 
detached professionalism. During the interview process, as physicians recounted their 
critical incidents working with refugee patients, they showed deep emotions. It was 
sometimes devastating to witness accomplished physicians break down in tears. These 
moments of sadness undermined my stance as an objective interviewer and shattered the 
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confident, experienced posture of my physician interviewees. In interviews, we co-
constructed an intimate space for sharing deep truths (Corbin & Morse 2003). 
During emotional narratives, I was concerned about whether it would be ethical to 
continue the interview after a physician’s moment of catharsis and whether it was 
acceptable for me to break my “objective” stance and assume an empathetic one. With 
this in mind, I questioned whether emotions –and, for that matter, empathy, had a place in 
anthropological research. Yet from my experience during these sometimes cathartic 
interviews, I became convinced that empathy is an important disposition for well-
meaning researchers. At times, I worried that interviews would conclude prematurely and 
that it would be unethical of me to continue the conversation along similar lines for the 
sake of completing the interview.  
Overall, I felt a great desire to empathize with these clinicians; to show them that 
I understood. In fact, I felt that it was my duty to reach out and mitigate the magnitude of 
emotions these clinicians expressed. I attempted to console and empathize with my 
informants by briefly sharing some of my personal experiences working with 
Chernobyl’s orphans. These exchanges of silence, words, and emotions created a mutual 
understanding, a kind of short-term relationship that facilitated a more in-depth interview. 
To my surprise and relief, despite their deeply emotional responses, clinicians were able 
to regain their composure and proceed with the interview. 
My goal is to honor these physician’s stories in such a way that preserves their 
confidentiality, but at the same time provides an accurate representation of the level of 
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compassion these physicians have towards their patients and what the larger lessons are 
for empathetic, quality refugee health care and quality anthropological work.  	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CHAPTER FOUR 
“Normal reactions to abnormal events”: The Medicalization of Refugee Life & the 
Physician-Refugee-Patient Relationship 
 
“Your words are very fine, doctor,  
but when are you going to start to help me?”  
      - Somali asylum seeker (Summerfield 2005) 
 
Chapter Overview  
Drawing on original ethnographic research findings and recent medical 
anthropology and critical trans-cultural psychiatry literature, in this chapter I review the 
precursors, drivers, critiques of, and alternatives to, medicalization in refugee care. 
Among the input of other notable scholars, such as Allan Young, the core of this chapter 
engages and expands upon the critical, eloquent perspectives of Derek Summerfield, a 
physician and honorary senior lecturer at the London Institute of Psychiatry.  
In this chapter, I will unpack the meanings of medicalization, examine known 
limitations of medicalizing practices, present resiliency as an alternative to 
medicalization, discuss the paradoxical link between finance and medicalization, and 
grapple with the efficacy of accepting or challenging the medicalization model. I 
conclude with a reflection on how practitioners can more effectively assess the needs and 
explanatory models of refugee patients.   
 
Introduction  
Over the last two decades, studies of non-Western asylum-seekers and refugees, 
seen in clinics in Western countries, have proliferated in the cross-cultural mental health 
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literature (Ingleby 2005; Summerfield 2004). Not surprisingly, most studies (e.g. Mollica 
et al. 1998) indicate a high prevalence of refugees who are diagnosed with posttraumatic 
stress disorder (PTSD) (Ingleby, 2005).   
However, a critical analysis of the PTSD model reveals there is a poor distinction 
"between the physiology of normal distress and the physiology of pathological distress, 
so that over-diagnosis is easy" (Summerfield 2001, 2004). When refugee experiences of 
distress are reduced to a pathological entity, trauma becomes psychopathology and a 
refugee life takes on a medicalized form. This dominant ideology arises from the 
globalized discourse of trauma solidified by humanitarian organizations such as UNICEF, 
universalist claims in Western psychiatry that mental disorders are the same everywhere, 
and reductive biomedical training curriculums (Ingleby 2005; Summerfield 2004).   
As mainstream medicine and psychiatry becomes more objective, the socio-
political and historical contexts of illness become secondary to diagnosis and treatment. 
Positivist approaches make it challenging to understand and treat non-Western and 
racialized peoples (Waldron & McKenzie 2008). When illness is de-contextualized, the 
link between models of illness, symptom presentation and treatment becomes blurred.  
This is a significant problem in cross-cultural refugee care. Frequently, refugee identities 
amount to patients afflicted with "post traumatic stress" (Summerfield 2004:7). This, as 
Summerfield argues, occurs because there is "a missed identification between the 
individual and the social world, and a tendency to transform the social into the biological 
(the mere machinery of the body)" (9). By reducing the refugee experience to visible 
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symptoms "inside a person (between his or her ears)," the social context of suffering and 
current needs are ignored (Summerfield 2004:9).  
More importantly, the medicalization of refugee life may be a major barrier to 
good physician-refugee-patient relationships. To ensure effective therapeutic encounters, 
providers must take a holistic approach to care; address the current social situation of 
their refugee patients and raise clinical questions that go beyond symptomatology. To 
accomplish this, modern medical and psychiatric professionals must be willing to resist 
the drivers of medicalization. All of these perspectives and approaches are discussed in 
terms of participants’ views.     
Medicalization: Origins & Modern Drivers -   
The term medicalization emerged in the 1970s. Its application was mainly used to 
critique emerging medical definitions for previously non-medical issues. Explicitly, 
medicalization refers to the "process by which nonmedical problems become defined and 
treated as medical problems, usually in terms of illnesses or disorders" (Conrad 1992: 
209). In his 1992 article, "Medicalization and Social Control", Conrad expounds upon the 
social origins of medicalization. 
Analysts have long pointed to the social factors that have encouraged or abetted 
medicalization: the diminution of religion, an abiding faith in science, rationality, 
and progress, the increased prestige and power of the medical profession, the 
American penchant for individual and technological solution to problems, and a 
general humanitarian trend in western societies [to pathologize distress and 
"trauma" in order to galvanize access to public support and sponsorship].  
 
Despite the multiple aspects that reify medicalization, the "organization and structure of 
the medical profession has an important impact" (Conrad 1992: 214). 
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Professional dominance and monopolization have certainly had a 
significant role in giving medicine the jurisdiction over virtually anything 
to which the label "health" or "illness" could be attached (Freidson 1970: 
251). 
 
To complicate things, the modern engines that drive medicalization expand beyond the 
clinical (interactional) level and into the realm of biotechnology (i.e. pharmacology, 
psychotropic drugs), consumers (i.e. patient choices, elective care), and managed care (i.e. 
HMOs, coverage of once non-medical problems) (Conrad 2005:5).  
Conrad (2005) argues that modern pharmaceutical and biotechnology industries 
are becoming major facilitators of medicalization. 
While physicians are still the gatekeepers for many drugs, the 
pharmaceutical companies have become a major player in 
medicalization. In the post-Prozac world, the pharmaceutical industry 
has been more aggressively promoting their wares to physicians and 
especially to the public.  
 
Additionally, Summerfield (2004:4) argues that evidence suggests that the 
pharmaceutical industry has the power to set research agendas and to endorse 
unaffordable treatments for non-medical problems. 
Industry strategies include casting ordinary processes as medical 
problems (e.g. baldness), casting mild functional symptoms as portents 
of serious disease (e.g. irritable bowel syndrome), casting personal or 
social problems as medical ones (e.g. social phobia), casting risk factors 
as actual diseases (e.g. osteoporosis), and using misleading disease 
prevalence estimates to maximize the size of a medical problem (e.g. 
erectile dysfunction) (Moynihan et al, 2002). 
 
Further, as the American medical system changes and provides more choices (e.g. 
elective cosmetic surgery) consumers (i.e. patients) of health care play a significant role 
in the process of medicalization (Conrad 2005: 8, 9).  
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As health care becomes more commodified and subject to market forces, medical 
care has become more like other products and services. We now are consumers in 
choosing health insurance plans, purchasing health care in the marketplace, and 
selecting institutions of care [and] hospitals and health care institutions now 
compete for patients as consumers.   
 
In our current medical age, consumers have become increasingly vocal and active 
in their desire and demand for services. Individuals as consumers rather than 
patients help shape the scope, and sometimes the demand for, medical treatments 
for human problems. 
 
In relation to managed care, Conrad (2005: 10) suggests that HMOs have played an 
important role in increased use of psychotropic medications in adults and children. He 
argues that lack of coverage for certain interventions (e.g. talk therapy) forces providers 
to prescribe treatments that are only covered by patients' insurance plans.  
It seems likely that physicians prescribe pharmaceutical treatment for psychiatric 
disorders knowing that these are the types of medical interventions covered under 
managed care plans, accelerating psychotropic treatments for human problems 
(10).   
  
To add, Kleinman (1995) speaks to the strong relationship between billing structures and 
institutional/individual-provider competitiveness and medicalization. This may  
…with several hundred thousand well-meaning social workers, psychologists, and 
psychiatrists in North America competing for a limited number of patients, PTSD 
certainly has to be seen as a form of medicalization that is influenced, at least in 
part, by the interest of economically hard-pressed professions to increase jobs and 
income in an era when health care is faced with shrinking resources. You cannot 
bill third-party payers for coming to the aid of those who have experienced 
political trauma. You can bill them for major depressive disorder, any one of the 
anxiety disorders, or PTSD. 
 
All in all, these, largely Western, forces of medicalization may construct positivist 
schemas and facilitate reductionist practices in refugee care. Common paradigms of 
medicalization allow mental health professionals to conflate natural responses to 
"trauma" with psychopathology. In other words, refugee experiences are conceptualized 
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through an objective lens that zooms in on pathology, but neglects more pressing, 
subjective refugee needs. Taking this into account, the discourse of medicalization in 
refugee care is in need of critical assessment.  
 
Rethinking "Trauma"& PTSD - 
In his influential work, The harmony of illusions: inventing post-traumatic stress 
disorder (1995), Allan Young argues that “traumatic memory and PTSD are constituted 
through a researcher’s techno-phenomena and styles of scientific reasoning” (10). Further, 
he asserts that “[PTSD] and its traumatic memory have been made real” (6). In addition, 
Young accentuates that PTSD is not a “timeless” disorder, but a “disease of time” that “is 
glued together by the practices, technologies, and narratives with which it is diagnosed, 
studied, treated, and represented and by the various interests, institutions, and moral 
arguments that mobilized these efforts and resources" (5,7).  
As an anthropologist, Young takes a critical-historical perspective into the 
evolution of this medical nosology. He argues “that the sense of time that is now firmly 
attached to PTSD does not emerge spontaneously from the facts. Rather, it is an 
achievement, a product of psychiatric culture and technology” (116). For Young,  
PTSD’s defining feature is its etiological event… Ruminations that would 
otherwise indicate a mood disorder are now changed into ‘reexperiences’; 
behaviors that resemble common phobias are turned into PTSD ‘avoidance 
behavior’; and episodes of irritability are redefined as ‘symptoms of autonomic 
arousal’ (120).  
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Generally, Young is critical of PTSD’s description in the DSM-III-R (1987) because it 
“presumes that time moves from the etiological event to the post-traumatic symptoms” 
(135) but he does not deny that “suffering is real; PTSD is real” (10).   
Aligning with Young, Fassin and Rechtman’s The Empire of Trauma argues that 
the “truth” of the trauma category lies not purely in human biology, but “in the moral 
economy of contemporary societies” (276). In other words, “the validity people are 
willing to accord to trauma in order to relate the experience of descendants of survivors 
of the Holocaust, of Armenian or Rwandan genocide, of victims of slavery or apartheid, 
is not the validity of a clinical category but rather of a judgment – the judgment of history” 
(284).  
Correspondingly, in "The Invention of Post-traumatic Stress Disorder and the 
Social Usefulness of a Psychiatric Category," Summerfield makes four crucial points 
about modern conceptualizations of trauma and distress. He argues that 1) "a psychiatric 
diagnosis is not necessarily a disease, 2) distress or suffering is not psychopathology, 3) 
PTSD is an entity constructed as much from socio-political ideas as from psychiatric ones, 
and 4) the increase in the diagnosis of PTSD in society is linked to changes in the relation 
between individual personhood and modern life" (Summerfield 2001: 2).  
These arguments are critical of "the global spread of the [PTSD] diagnosis by 
humanitarian programmes" (Summerfield 2001: 3, 2004). The greatest shortcoming of 
this understanding of trauma is that the "misery and horror [experienced by refugees] is 
reduced to a technical issue tailored to Western approaches to mental health" 
(Summerfield 2001: 3; 1999, 2004; Bracken 1998). In this vein, refugees' background 
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culture, current situation, and subjective meanings brought to the lived experience are 
narrowed to a singular diagnosis (Summerfield 2001).  
  Furthermore, the liberal application of the PTSD diagnosis reaffirms its natural, 
objective place in the world. Summerfield (2005) warns against this and states that 
"PTSD may be seen as a Western culture-bound syndrome" (99). In this sense, merging 
traumatic experiences with a psychiatric disorder is problematic.  
To drive the point home, Summerfield (2004: 9) argues that human experiences 
should not be categorized as objective signs of "trauma." Refugee experiences are not 
universal, and their responses to traumatic events are not always indicative of mental 
disorder.   
The fundamental relativity of human experience, even in extreme conditions, and 
the primacy of the subjective appraisal and social meaning, means that there can 
be no such thing as a universal trauma response. Human responses to aversive 
experiences such are not analogous to physical trauma: people do no passively 
register the impact of external forces (unlike, say, a leg hit by a bullet) but engage 
with them in an active and problems-solving way. Suffering arises from, and is 
resolved in, a social context, shaped by the meanings and understandings applied 
to events (and which may evolve as the context evolves).  
 
In this light, the subjectivity – the distinctiveness – of each refugee experience challenges 
the universality of the Western trauma model.  
 
A Clinical “Catch-22”: Resiliency, Social Needs, or Pathology?  
Despite lay and clinical ideologies that attempt to naturalize posttraumatic stress 
as a biological response to distressing events, critical perspectives within the mental 
health professions suggest that natural responses to traumatic experience should not be 
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conflated with pathology (Summerfield 1998, 2004; Bracken 1998). In lieu of this 
criticism, Richman (1998b) cautions against the pathologizing of refugees:  
It is often assumed that all refugee[s]... are 'traumatized' by their 
experiences, and need specialist treatment, but in practice few refugee[s]... 
require specialist treatment, and distress can often be relieved without 
recourse to specialists. 
 
To further the critique, mental health providers and medical anthropologists 
question the cultural appropriateness of Western therapeutic interventions with refugees 
groups. Specifically, in non-western cultures, distress is conceptualized in terms of 
external factors and social experiences rather than internal emotional processes 
(Summerfield 2000). In "The Social Experience of War and Some Issues for the 
Humanitarian Field," Summerfield (1998) argues that psychiatric therapy and counseling 
may not be practices familiar to refugees, and sharing one's personal feelings outside the 
family unit may be considered atypical.  
In light of these complexities, Summerfield (2001) urges that refugees' distress 
should not be seen in Western terms as PTSD, but should be interpreted as "a normative 
and adaptive communication" (424). However, Summerfield and others do not disqualify 
the devastating side-effects of traumatic experiences. They acknowledge that all refugees 
are entitled to support systems. With this in mind, "support needs to be practical, 
educational and social, bolstering refugees' resilience rather playing on vulnerabilities" 
(Hek 2005: 25; Bolloten & Spafford 1998; Richmon 1998b: Young 1995). Additionally, 
Burnett (2000) notes that the skills of some refugee community members may be 
valuable for providing the most culturally appropriate, counseling-like interventions. 
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Considering the complex and culture-specific refugee responses to "trauma," Hek 
(2005) provides important advice:   
What is significant is striking an appropriate balance between ensuring 
that...refugees have access to emotional and psychological support that 
makes sense to them, does not make them feel stigmatized and takes into 
account cultural issues, whilst not immediately assuming that all...refugees 
will need such input (McCallin, 1996; Richman, 1998a). The key, as with 
all service provision, is to... build on [refugees’] strengths; promote 
positive factors in their lives and engage them in the discussion of what 
they think they need. 
 
Following a similar logic, Dr. Bradford, a psychiatrist and one of the co-founders 
of the Center, stated that “health professionals should be careful not to overmedicalize 
psychological effects, and consider individual beliefs and cultural norms of each patient.” 
To add to this statement, this doctor suggested he has focused his career on bolstering the 
strengths and the resilience of his refugee patients. 
I was interested in resiliency, I was interested in how certain people do better 
than others in catastrophic situations, and building on their strengths rather than 
their pathology...build on what people have done to survive. My main focus has 
been on resiliency as opposed to pathology. Unfortunately, too many people focus 
on when people are doing poorly [on the problems], but most people do very well. 
Therefore the great question is what are the elements that contribute to that [what 
allows some people to be resilient?], which we don't know actually... it's very 
complicated. Some people may be imprisoned for three days and their life falls 
apart, while other people are imprisoned for years and are tortured, do very well. 
 
Further, in order to help patients to deal with the after-effects of traumatic events, 
Dr. Bradford uses analogies and stories to help his patients overcome things like 
flashbacks, sleeplessness, or hypervigilence. As he suggests, patients often “have normal 
reactions to abnormal events” rather than an inherent psychopathological condition linked 
to their refugee/asylee identity. Below, he describes his approach. 
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Another thing to be aware of is that refugees and torture survivors often have 
normal reactions to abnormal events. Often I tell patients, and especially African 
patients, if you are in the bush in Africa and you see a tiger, what happens? What 
would you do if you saw a tiger? Most likely it would be a 'fight or flight' 
response...your heart will beat fast, you would panic, become anxious, 
perspiration, run, etc...etc. This is a normal response. But if you go to the zoo and 
you see the same tiger behind a cage, what happens? You would probably wave 
and enjoy the sight... you would feel safe. What I tell patients is that when you are 
in Africa the tiger was loose, but now, in the U.S., you are acting as if the tiger is 
still out. So what we have to do is build that cage so that people could remember 
without reliving. They can remember what their experience was but they don't 
have to relive it in the moment...they can move beyond it… 
 
From the above interview excerpt, Dr. Bradford suggests that practitioners should 
not interpret symptoms such as anxiety as inherently indicative of a mental health 
disorder or a direct link to PTSD simply because the person displaying them is a refugee 
or an asylee. In other words, a refugee identity should not amount to an automatic 
assumption that all refugees are carriers of PTSD.  
Additionally, in order to help his patients “build the cage,” bolster resiliency, and 
facilitate a “move beyond” flashbacks in the most cultural sensitive way, Dr. Bradford 
and other staff members of the Center developed an integrative treatment model that 
combines Western therapies with complementary and alternative medicine (CAM). As Dr. 
Bradford puts it, 
...along with Western therapies I also do a lot of alternative, or rather integrative 
approaches to therapy...such as acupuncture, acupressure, qigong, tai chi, 
mantra recitations, meditation, I use singing bowls...these practices are often 
familiar to my patients and resonate well with their culture...refugees, who 
survived torture often dissociate, separate their bodies from their mind...as a 
protective mechanism they numb their senses...through integrative, mixed 
approaches I try to reconnect them back to their bodies...patients say that it works 
and that it takes away their pain.  
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Dr. Bradford’s model is reminiscent to the Center’s overall mission and approach. 
Website content analysis reveals that the Center focuses on “providing holistic health 
care coordinated with social services and legal aid for asylum seekers, refugees, survivors 
of torture, and their families. Considering Dr. Bradford’s approach, what if a better way 
of approaching refugee patients is considering that they are resilient people who are able 
to “move beyond” tragedy? What if practitioners “build on strengths” rather than 
defaulting to pathologizing practices? How would this change the clinical interaction? 
Would diagnosis and treatment be more effective? These are difficult questions to answer, 
but what holds true consistently throughout participant narratives is that refugee 
experiences are social, political, personal, and situational. In this sense, clinical 
assessment of refugees should be holistic. Unfortunately, more often than not, biomedical 
and psychiatric paradigms of distress have a tendency to reduce these experiences to 
pathology and neglect more pressing refugee concerns that patients themselves prioritize.  
Along similar lines, Dr. Lindquist, an OB/GYN provider, acknowledges that 
patients’ priorities may be both social and medical. She emphasizes that addressing 
patients’ social needs, through the Center’s interdisciplinary partnerships, is crucial for 
trust building and effective intervention. She states, 
...it soon became quite clear to me that my office is a place where new refugees or 
asylees may share their many concerns... these can be medical and non-medical. 
Sometimes, they don’t mention a health problem...they will first tell me that they 
worry about things like safety, housing, food...they worry about the family 
members they left behind in their home country...they may be homesick, worried 
about their kids...so this is where the Center’s partnership with local resettlement 
agencies, our social workers, community organizations, and even our [hospital’s] 
Health Leads program becomes so important...these partnerships allow me to 
build trust with the patient by showing them that I care about all their concerns 
and that we, as an organization, can help them on the social and the medical level. 
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So in that sense, both go together...this is very important. We have to pay 
attention to everything, and I think this is why the Center has such a 
multidimensional approach. We look at everything, social needs, physical 
evaluation, psychiatric screening, provide English language classes, we help 
families to reunite... help patients get asylum, we have colleagues like Dr. 
Bradford – who uses both ‘conventional’ and CAM therapies so that patients feel 
more comfortable with practices that are culturally familiar to them...Really, on 
many occasions, addressing a refugee’s priority is why they comeback, they grow 
to trust you and see that you care. Unless this relationship is built, it is sometimes 
difficult to achieve something medically. I think every doctor should take this into 
consideration. Yes, I may not be able to address all of these issues because I am 
limited to the medical side of things, but this is exactly where the partnerships and 
the safety-net comes in, this is where the Center’s staff and other partnering 
organization come in. What I can do is be the source of this information and 
reassure the patient that ‘we’ can help them and follow-up and see to it that 
something is actually done. 
 
Perhaps one of the most important takeaways from this excerpt is that Dr. 
Lindquist acknowledges her limitations regarding the capacity to which she can address 
her patients’ social needs. However, she takes her patients’ social concerns seriously and 
recognizes that she plays a significant role in assuring that such concerns are met. She 
emphasizes that the Center’s partnerships with interdisciplinary experts and organizations 
makes this possible. With this in mind, both Dr. Lindquist’s views and the Center’s 
services demonstrate that social and medical needs “go together.” Another important 
aspect of Dr. Lindquist’s account is that the Center’s partnerships give her a sense of 
agency that she can “follow-up and see to it that something is actually done.” To support 
providers in addressing patients’ social needs, the Center offers onsite resources to 
providers via referrals and, through its website, gives information on trusted agencies that 
provide direct services across the country.  
Furthermore, Dr. Bradford’s and Dr. Lindquist’s insights are exemplary of the 
Center’s overall mission and approach. Content analysis of the Center’s website and 
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Facebook reveals that the Center emphasizes providing “holistic” health care and 
resources necessary to establish new life in the United States. According to the categories 
of care listed on the website, the Center offers medical and mental health services, legal 
services, health literacy education, case management, career development, and refugee 
patient navigation. In the words of Dr. Patterson, the current director of the Center, these 
layers of care are “designed to meet the special needs of refugees, asylum seekers, and 
torture survivors...so that we can support them as they move from surviving to thriving.  
Additionally, the Center’s providers have partnered together to produce thirty-
four research publications and created a “Caring for Survivors” online course to offer 
guidance to other practitioners who care for refugee/asylee groups. Document analysis of 
these materials shows that the range of topics spans from human rights to CAM practices, 
with mental health appearing four times out of the thirty-four publications. Also, the 
“Caring for Survivors” online course provides legal information, interview considerations 
(including ethno-cultural models of health), clinical training for tertiary responses, 
physical health, mental health (the shortest section in the course), oral health, and 
vocational rehabilitation. Each section that encompasses physical, mental, or oral health 
assessment provides short video examples for how to approach, communicate, and 
evaluate refugee/asylee patients.  
Further, although the videos are interactions between the Center’s providers and 
actor patients, there is strong correlation between the written interview considerations in 
the online course and the way interviews/evaluations are “performed” in the videos. The 
strongest point in both the recommended interview prompt and the video examples is that 
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the patient must “feel that they are in control” and that they have a sense of agency. 
Providers accomplish this by explaining their every action carefully and slowly, asking 
permission before and being very gentle when touching a patient, assuring the patient of 
privacy and confidentiality, and telling the patient that he/she has the right to terminate 
the physical evaluation or interview at any time.  
Through this content, the Center’s providers support a model of “holism” that 
sees the patient as a whole rather than as an isolated pathology (Balint 1957). In other 
words, providers’ publications and the Center’s online materials demonstrate that the 
Center’s clinicians are enculturated into a treatment model that considers the physical, 
psychological, social, and spiritual dimensions of health and illness. With this in mind, 
holism implies, as Dr. Bradford suggests, an “integrative” approach rather than an 
“alternative” one. In this sense, the Center is a community of care that offers multiple 
layers of care. The physician-patient relationship is the foundational layer, and all others 
add to it. The other layers (i.e. partnerships with agencies, social services, etc.) support 
clinicians as they mold relationships of trust and ensure “that something is actually done” 
to address their patients’ social and medical needs.  
Moreover, although refugees commonly have a history of torture and sometimes 
need psychiatric assistance, indiscriminant applications of medicalized paradigms of 
trauma can overlook their pragmatic concerns. Echoing a similar logic, Dr. Bernhardt, 
another OB/GYN practitioner I interviewed, described her day-to-day experience 
working with refugee patients and how she approaches the often complicated diagnosis 
process.  
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 I think that interpreting what someone is trying to convey is always a challenge. 
What I try to do is attempt to interpret, on my own, what the patient is saying... if 
they may come to me complaining that they have a terrible, terrible 
headache...that could be stress-related to their traumatic history, it may be 
related to PTSD, it may just be a migraine, or any number of things...this is 
where it gets complicated...I would have to explore and approach it as a 
headache first - make sure it's something not medically dangerous. But I have 
learned not to make assumptions beforehand, if that's (potential causes listed 
above) going on... so I may or may not know the patient's history, but the 
physical and psychological cannot exist independently, so as I listen to the 
patient and learn more about them, I begin to figure that out and begin to see 
that a headache may signify other things that may not necessarily fit with a 
particular Western diagnosis. I think you have to be very sensitive and listen and 
interpret what the patient is trying to tell you. 
As Dr. Bernhardt suggests, refugees may see doctors for mundane ailments as well as 
exotic ones, and their concerns may be social and economic, not just biological and 
psychological. Undoubtedly, the diagnostic process depends on a doctor’s training, 
experience, and intuition. What is key here is that this doctor recognizes that a headache, 
to a refugee patient, may connote various explanatory models and in order to discern the 
right explanation she has to be “very sensitive,” “listen,” and “interpret” what the patient 
is trying to express.  
As she states, a headache may indicate “any number of things” – implying that the 
phenomenon of a headache may take on all kinds of symbolic meanings in the patient’s 
life-world. At the end of the interview, Dr. Bernhardt reflects on the possibility that any 
health concern, even something as mundane as a headache, may indicate that a patient 
does not have a place to sleep, that he or she is worried about procuring food for his or 
her children, that he or she is homesick, etc. In this sense, a sole focus on the biological 
and behavioral ramifications of distress may lead to the medicalization of the social 
problems refugees convey. Perhaps concentrating on comprehensive needs-assessment 
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may both strengthen mutual understanding in the clinical encounter and support more 
effective diagnostic and treatment processes.  
 
The Clinical Encounter: Two Case Examples 
In Forced Migration and Mental Health: Rethinking the Care of Refugees and 
Displaced Persons (ed. D. Ingleby), Derek Summerfield's chapter, "'My Whole Body is 
Sick...My Life is Not Good,'" unpacks the complexity of a Rwandan asylum seeker's life 
and her experiences navigating the local health care system. The chapter begins with Sara, 
a thirty-two-year-old Rwandan woman who was referred by her general practitioner (GP) 
to Dr. Summerfield's psychiatric clinic at the Medical Foundation for Care of Victims of 
Torture. The written referral was based on the GP's assertion that Sara "was increasingly 
depressed, sleepless and had intrusive thoughts" (Summerfield 2005: 95). To a 
biomedical practitioner, Sara's "somatic complaints" fit her refugee profile. Her story 
appears to be a direct indicator of the need for psychiatric intervention:    
...she was married to a Hutu Rwandan, with five children aged 5-13 years... the 
door was broken down and soldiers entered. Her husband and the other men 
scattered. The soldiers beat Sara and her mother to obtain information and then 
killed both her parents with machetes in front of her. She was taken to an army 
barracks and acid was poured on parts of her body. She was kept for a month in a 
mud hut and regularly raped. Then a soldier who had taken pity on her helped her 
to escape with the help of a Catholic priest. Arrangements were made for her to 
leave the country and she traveled via Nigeria, eventually flying to Britain [and 
staying at a hostel]. Since that day she had had no news of any kind about her 
husband or children (Summerfield 2005: 95).  
 
Upon first clinical encounter with Dr. Summerfield, Sara pointedly stated: "I'm not 
depressed, I'm ill" (96). Particularly, she emphasized "that she was not 'depressed' even 
though her general practitioner was saying that she was because of the loss of her 
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children" (96). Adding to this conversation, Sara remarked that neither psychotropic 
medication nor talk therapy were helping her situation.  
She made a reference to the antidepressant (Amitriptyline) she had been 
prescribed by her GP for some months, saying: "I am tired of medicine...they are 
no good". She went on to refer to the three sessions she had attended with a 
clinical psychologist several months earlier. She said "talk makes me feel tired" 
and "the doctor says talk is good but I don't think so" and "talk is not bad if you 
are well"... then she went on to say "people [at the hostel] say I am mad"...her last 
remark in the interview was:"my whole body is sick...my life is not good" (96, 97).  
 
Post interview, Summerfield is faced with a clinical dilemma. As an example of a good, 
culturally-aware clinician, he is self-reflexive and questions his role as a provider:  
I did not ask for a systematic account of [Sara's] experiences, including the rapes 
and torture (which she did not bring up). As far as mental state was concerned, 
my conclusions were tempered by my awareness of my limitations. What might a  
Western psychiatrist authoritatively conclude here? How far did his or her expert  
writ run? Nonetheless, I did not think she was suicidal, nor that it was useful – or 
wanted by her - to offer follow-up in a psychiatric clinic (97). 
 
Although Dr. Summerfield did not see Sarah again, several important points can be 
gleaned from this clinical encounter:  
Though the GP's [reasons for referral] did not specifically link the referral to 
[Sara's] appalling story, its tone suggested that this was the key factor. This would 
have as much to do with contemporary social values and assumptions as with 
medical assessment per se...Many experiences far less objectively extreme than 
those in Sara's story are now expressed in the language of trauma, and viewed as 
capable of having long-lasting psychological effects (97; Summerfield 2001).  
 
In line with Western lay and clinical reasoning, "it would seem obvious that Sara 
needed psychiatric or psychotherapeutic help, even if she didn't agree" (Summerfield 
2005: 97). Contrary to popular assumptions, Sara "did not see herself as an appropriate 
case for a psychiatrist and indeed her opening statement - 'I'm not depressed, I'm ill" - 
was an explicit reframing from psychological paradigm to a bodily one" (97). In this light, 
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Sara's expression of somatic symptoms is multidimensional and can be interpreted in 
multiple ways (98): 
...an index of disease or disorder (the medical view in Sara’s case); an indication 
of particular personality traits; a symbolic condensation of intrapsychic conflict; a 
culturally coded expression of distress (likely to apply here, given Sara’s  
background as a Rwandan); a medium for expressing social discontent or for a 
repositioning in a social situation (also likely to apply, given that medicalized 
presentations may confer advantages for asylum seekers if the doctor is prepared 
to underwrite their claims for scarce resources like housing).  
 
Considering the multiplicity of the above explanatory models of illness, it 
becomes convincingly problematic to label Sara's symptoms under the "depression" or 
PTSD umbrella. When Sara states that "[her] whole body is sick... [and that her] life is 
not good" she, metaphorically, encapsulates the "totality of her experience" (98).  
The sick or wounded body she presents stands for her sick or wounded social 
world, one in which a mother can lose her children and years later still not know 
if they are alive or dead, in which she and others could be murdered or mutilated 
with impunity, could lose her role, her place and nation, be cast as a marginal in a 
distant, strange land.  
 
With this in mind, "Sara felt that her body was ill or sick, but she was not seeking 
the legitimated inactivity and convalescence of a sick role" (110). As Summerfield puts it, 
the "lack of fit between Western mental health services and those of non-Western asylum 
seekers, so evident to both Sara and [himself] during [the] interview, is exemplified by 
the assumptions of the Western trauma discourse" (99). Sara's case and that of other 
asylum seekers' depicts biomedicine's attempt to categorize "the biopsychomedical 
paradigm" of "Western psychiatry and psychotherapy" as "universally applicable, 
whether or not recipients see it like this" (99).  
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Undeniably, the major downfall here is that "there is a serious possibility that the 
Western trauma discourse imported into the lives of people whose meaning systems have 
been devitalized by war and forced displacement might impair their struggle to 
reconstitute a sense of reality, morality and dignity" (99). To resolve this issue, providers 
should heed culturally-specific models of illness and be attentive to what refugee patients 
are trying to indicate through their symptoms.  
Complementing the above clinical encounter, Dr. Bradford, a psychiatrist with 
over thirty years of experience in refugee care, provided another eloquent case-example 
of the interplay between culture-bound and Western interpretations of symptomatalogy 
and the model he employs to treat such patients.   
There are always culturally-specific responses to illness or traumatic events... or 
culture-bound syndromes. For example, Tibetan monks, dealing with symptoms 
like heartache, sadness...longing for their homeland, would be diagnosed with 
srog-rLung [life-wind imbalance that can lead to mental illness] by traditional, 
Tibetan medicine.  
 
Here, we [Western doctors] would categorize this as a form of depression or 
PTSD. So it is important to understand and interpret the cultural presentation of 
each patient. A survivor's...a refugee's experience and expression of problems may 
be culturally-specific...you [doctors] have to be attentive to this...I would say that 
culture is important to all aspects of care...values...beliefs. Especially in 
psychiatry... often we teach and place emphasis on the incorporation of the 
biopsychosocial-spiritual model of care ...consideration for the biological, the 
psychological, spiritual, and the socio-cultural factors are crucial in 
refugee/torture survivor care. 
 
According to Dr. Bradford’s input, it is evident that both illness and its related symptoms 
are culture-bound. With this in mind, although Dr. Bradford recognizes that Tibetan 
monks may have depression or PTSD, he understands that the symbolic meanings of 
“heartache” and “sadness” are culturally-specific symptoms and must be treated as such. 
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Dr. Bradford acknowledges that effective diagnosis and treatment depends on a 
multidimensional and cultural understanding of illness. As he accentuates, he focuses on 
the “biological, psychological, spiritual, and the socio-cultural” dimensions of health and 
illness. For this reason, as described earlier in this chapter, he uses a combination of 
biomedical therapies and CAM practices (e.g. “acupuncture, acupressure, qigong, tai chi, 
mantra recitations, [and] meditation”) in order to foster a treatment plan that is culturally 
congruent with the beliefs and practices of his patients.  
From the above discussion, physicians who care for refugees engage in careful 
interpretation of explanatory illness models. Differentiating between culture-bound and 
biomedical diagnosis patterns is challenging and demands both good clinical intuition 
and discernment. Perhaps the greatest difficulty is deviating from the very biomedical 
dogma so engrained in modern practice. Paradoxically, medicalizing practices can have 
both a negative and a positive impact on the lives of refugees and asylum seekers.   
 
Medicalization of Refugee Life: A Mixed Blessing?  
Frequently, biomedical conceptualizations of trauma become synonymous with 
refugees' lived experiences. The Western, culturally-bounded understanding of 
experiences of violence has a tendency to shift the conversation towards emotional and 
psychological trauma. The clinic follows a similar logic. If traumatic stimuli existed in 
the past, it must have visible repercussions in the present. In other words, trauma can be 
pinpointed in a refugee's biology. Such thinking makes it easy to conceive refugees as 
patients in need of psychiatric assessment. Sometimes, this is a dangerous logic. It 
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amounts to a biomedical generalization that neither considers the context nor the social 
realities of refugees. A hyperactive medical gaze overlooks the immediate needs of 
refugees.   
This is not to say that refugees do not need emotional or psychiatric support, but 
often it is the last thing they seek (Summerfield 2004). Correspondingly, Summerfield 
(2005) argues that “there may be risks that the host society offers refugees a sick role 
rather than what is really sought: opportunities for meaningful citizenship as part of 
rebuilding a way of life, [learning the host country’s language, finding a place to live or 
seeking employment opportunities]” (110). Specifically, the biomedical gaze “may 
reduce still evolving experiences, meanings and priorities of [refugees] to a single 
category – trauma – so that refugee suffering is too routinely attributed to pre-flight 
events, neglecting current factors” (110).   
Furthermore, evidence suggests that asylum seekers whose immediate needs are 
met tend to do better on the social and psychological levels. For example, Dahoud and 
Pelosi's (1989) study of Somali asylum seekers in London revealed that insecure housing, 
not experience of war, torture or death of relatives, was the predominant variable 
predicting those who would report mental health issues (cited in Summerfield 2005). 
Additionally, Gorst-Unsworth and Goldenberg's (1998) study demonstrated that for Iraqi 
asylum seekers in London, poor social support was significantly linked to low mood or 
depression rather than a history of torture (cited in Summerfield 2005).  
However, despite the failures of modern medicine and psychiatry to address the 
social realities of refugees, the medicalization of refugee life may be a mixed blessing. 
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Considering that qualification for asylum or refugee status is a complex legal process, 
attaining a PTSD diagnosis "has become the means by which people seek victim status-
and its associated moral high ground-in pursuit of recognition and compensation" 
(Summerfield 2004, Ingleby 2005). Similarly, Fassin and Rechtman (2009) demonstrate 
that trauma, as a “category of truth,” can give people status as victims, enable persons to 
find treatment for their suffering, and function as a tool in sufferers’ struggle for 
vindication and recompense. In this sense, "...a biomedical category has to be used in 
order to get things done" (Ingleby 2005: 14). Likewise, for refugee and asylum seekers, a 
PTSD diagnosis functions as a legitimizing tool; it is "the royal road to [services and 
protection] for victims of many different sorts of violence...and until a better system can 
be devised it would be wrong...and surely be unjust to block off this road" (Ingleby 2005: 
21).  
In this way, although the medicalization of "trauma" reduces refugee experiences 
to a single illness category, a PTSD diagnosis may be the only way for asylum seekers 
receive legal authorization to remain in the host country and for refugees to obtain federal 
public benefits such as Food Stamps or Supplemental Security Income. Additionally, this 
authorization allows for easier access to needed social and medical services.  
Indeed, it is paradoxical that objective conceptualizations of "trauma" can be 
transformed into a critical asset necessary for legitimation and "moral exculpation" 
(Summerfield 2001). Ironically, the stakeholders of this legitimation are biomedical 
providers who adhere to the naturalized PTSD discourse (Conrad 1992:211):  
	   75 
Physicians may function as gatekeepers for benefits that are only legitimate in 
organizations that adopt a medical definition and approach to a problem, but 
where the everyday routine work is accomplished by nonmedical personnel. 
 
Despite the mixed blessing of medicalization, Summerfield (2001:8) challenges mental 
health professionals to consider the ethical dilemma of diagnosing people with mental 
conditions they do not have: 
...it might be timely for mental health professionals to review our definition of the 
disorder as a disease and decide whether it has sufficient robustness and 
explanatory power to apply to diverse uses to which it is now being put. Society 
confers on doctors the power to award disease status and social [and legal] 
advantages attached to the sick role. Current practice, which labels people as 
being mentally ill when they are not, calls this public duty of doctors into question. 
To conflate normality and pathology devalues the currency of true illness, 
promotes abnormal illness behavior, and incurs unnecessary public costs 
(Middleton 2000). 
 
Taking the above discussion seriously, providers must understand that their role 
permeates beyond diagnosis and treatment and into the very fabric of refugee life and 
identity. Good provider-refugee-relationships may depend on providers' willingness to 
combine treatment with advocacy and social support, a perspective repeatedly voiced by 
my informants. 
However, herein lies the dilemma, if we “write away” the stigmatizing or 
pathologizing discourses that place refugees into sick roles, how many social and public 
health services will be axed if the general public and media no longer perpetuate the 
discourses of trauma and PTSD? What if under-medicalization of trauma and PTSD will 
lead to less resource allocation and less sponsorships from philanthropic organizations for 
immigrant and refugee care in the U.S. and abroad? 
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To add to the above paradoxes, my own research experience revealed that 
systematic prioritization and assessment of the psychological and emotional health of a 
refugee could, in fact, be crucial for his or her well-being and survival in a foreign 
country. If we return to Gabriel’s tragic, yet redemptive narrative, presented in the 
Prologue of this thesis, we begin to see that addressing psychological trauma, in tandem 
with needs-assessment and social services, neutralized one refugee patient’s struggle with 
alcoholism and eradicated suicidal ideation.  
In retrospect, this brings to light the debate of whether it is better to over-
medicalize rather than under-medicalize refugee experiences. It is rather clear that if the 
Center did not evaluate and follow-up with Gabriel regarding his psychological state, he 
might have died on the streets of Boston or committed suicide. Hence, there is a dilemma 
of whether medical anthropologists, critical psychiatrists, and medical practitioners 
should simply write away “medicalizing” practices or whether there should be some 
leniency and compromise. The core of the issue is how, when, and to what extent should 
practitioners avoid pathologizing, and potentially stigmatizing tendencies so that people 
like Gabriel do not go under-diagnosed. This is a highly debatable subject, but as I will 
argue in the next two chapters, practitioners are able to find practical ways to elicit 
patient experiences through the development of what I term “sensitive dispositional 
variables” and by integrating sensitive modes of clinical inquiry, communication, and 
attentiveness into their clinical practices. However, in order for these practices to 
permeate beyond one New England, refugee clinic, both concepts and discourse must 
change both at the micro and macro levels.   
	   77 
Conclusion 
Changing Concepts, Changing Clinical Discourse  
Commonly, "medicalization occurs...as part of doctor-patient interaction, when a 
physician defines a problem as medical (i.e. gives a medical diagnosis) or treats a "social" 
problem with a medical form of treatment..." (Conrad 1992: 211). However, in order to 
ensure effective therapeutic interactions, providers must distinguish that refugees "are 
largely directing their attention not inwards, to their mental processes, but outwards to 
their devastated social world" (Summerfield 2004: 10). With this in mind, "health 
professionals have a duty to recognize distress, but also to attend to what the people 
carrying this distress want to signal by it" (10). To accomplish this, clinicians must be 
attentive not only to symptomatology, but also to the social and material needs of their 
refugee clients (11): 
Health professionals should beware the limitations of looking at the world 
through a medicotherapeutic prism. The idea that "recovery" from an aversive 
experience (or "processing" or "healing" or "closure") is a discrete thing is again a 
legacy of the Cartesian assumptions that launched psychiatry and psychology - 
that the mental world is separable from the material world and can be 
instrumentalised separately. In the real world "recovery" is even more slippery 
than "suffering," and as subject to sociomoral and philosophical considerations. 
Its setting is people's lives rather than their psychologies. 
 
Mirroring the above statement, Dr. Patterson, a psychiatrist and the current 
director of the Center, wrote an introspective memo concerning her experience caring 
survivors of natural and man-made disasters:  
Mass exposure to the severely injured and the bodies of those who have perished 
challenge our coping capabilities. Those who have experienced traumatic events 
need to give meaning to what has happened. The experience and expression of 
communal suffering and understanding is important and best when culturally 
derived.  
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In this memo, Dr. Patterson emphasizes that experiences and interpretations of suffering 
are culture-bound. In this sense, the symbolic meaning of experiences cannot be fully 
understood outside a person’s culture. More importantly, an understanding of how 
survivors conceptualize their experiences and how they cope and heal is vital for 
meaningful intervention. She continues, 
It is important not to superimpose Western solutions to a situation, but to first 
learn the ways in which people indigenously give meaning to what they have 
experienced, how they cope, and the ways they try to heal themselves...By not 
immediately medicalizing suffering, other explanations and long-standing 
communal rituals can help to explain behaviors, beliefs, and feelings as well as 
diminish the impact of trauma over time. 
 
Such insights from practitioners, trained in biomedicine, reveal the possibility that 
greater awareness of cultural explanatory models of illness already permeates mainstream 
discourses regarding mental health and trauma, and repositions refugee needs assessment 
as a prelude to psychiatric evaluation. The Center may be at the forefront of this shift in 
clinical concepts and discourse. While attending an open house event at the Center, I 
noticed that despite an overall emphasis on holistic or comprehensive care, the 
predominant topic of discussion was the refugees’ need for emotional support. The 
perpetual focus on traumatic refugee experiences facilitated conversations related to 
refugees’ psychological and emotional suffering. As Dr. Patterson stated,  
The road to recovery is unique for each person…our patients have often been 
exposed to extremes of human cruelty…our services are critical to the process of 
healing their emotional and psychological wounds [and] meeting their other 
needs. 
 
Although Dr. Patterson’s discourse sometimes focused on psychiatric intervention, she 
always moved on to indicate that clients have "other needs" such as food, shelter, and 
	   79 
employment.  
Ironically, the periodic emphasis on emotions and psychiatry mimics the 
paradoxical nature of medicalization (described in the previous section). However, the 
Center’s emphasis on mental health can be explained in the following ways: 1) the 
founders of the Center (Dr. Patterson and Dr. Bradford) are both psychiatrists, 2) [as the 
Center volunteer pointed out] the Center is located "in a hospital after-all" and it must 
"legitimize itself medically to stay open," 3). gaining outside funding depends on 
mainstream psychiatric discourse of trauma and PTSD [As Summerfield and Ingleby 
point out, "it's the only way to get things done."]  
Taking this into consideration, mainstream medicalized idioms of distress may 
allow for the funding and facilities necessary to serve refugees and asylum seekers, but at 
the same time create asymmetry within a physician-refugee-patient relationship if 
practitioners neglect “indigenous” explanatory models of distress in assessment and 
treatment of refugee groups. Providers must find a balance between clinical objectivity 
and real-world subjectivity. To actualize this, providers need to include supplementary 
clinical questions.    
 
Adjusting Points of Inquiry 
Effective physician-refugee-patient-relationships may hinge on asking appropriate 
questions. Before the turn of the eighteenth century, the question of - who are you? and 
what is the matter with you? - were common clinical inquiries. However, with time, the 
dynamics of recognition changed.  
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In The Birth of the Clinic (1994), Foucault addresses the historical and 
epistemological roots of objectification in the clinical setting. He analyzes how the 
emerging medical discourse led to the "medical gaze." The change in clinical reasoning 
and recognition was fundamental. Over the course of the eighteenth century, the question 
the physicians asked the patient changed from "What is the matter with you?" to "Where 
does it hurt?" (Foucault 1994:21 - emphasis added). Nevertheless, despite this change in 
the pattern of recognition described by Foucault, qualitative evidence shows that modern 
physicians still ask, albeit implicitly, the "Who are you?", "How do you feel?", and 
"What is the matter with you?" questions in order to forge positive clinical relationships 
(Carpenter-Song, 2011).  
Additionally, in their seminal article, "Anthropology in the Clinic: The Problem 
of Cultural Competency and How to Fix It," Kleinman and Benson recommend the use of 
explanatory models to elicit patients' illness experiences. The model consists of the 
following clinical questions:  
What do you call this problem? What do you believe is the cause of this 
problem? What course do you expect it to take? How serious is it? What 
do you think this problem does inside your body? How does it affect your 
body and your mind? What do you most fear about this condition? What 
do you most fear about the treatment?  
 
However, although such questions are highly applicable in "conventional" and 
multicultural clinical interactions, they are useful only to translate patient input into 
familiar biomedical discourse so that clinicians can arrive at a diagnosis and prescribe 
treatment. Taussig (1980), "while applauding the emphasis which the new cross-cultural 
psychiatry gave to elucidating the patient's model of illness, nonetheless cautioned that 
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the knowledge so obtained could allow the management of the patient to be all the more 
persuasive or coercive" (cited in Summerfield 2005: 99).  
Essentially, Foucault's description of the epistemological shift in clinical 
questioning and Kleinman's explanatory model approach facilitate the re-coding of lay or 
culture-bound expressions of illness into more tangible clinical information that can be 
analyzed and controlled. The goal here is to identify a disease category rather than 
address the social or material needs of patients. This mentality may not transfer well into 
refugee care. Caring for refugees and asylum seekers requires alternative points of 
inquiry.  
In chapter six of Ingleby’s volume, Summerfield (2005) tells a brief anecdote 
about a Somali asylum seeker (referred to him for psychiatric opinion) who once told 
him: “Your words are very fine, doctor, but when are you going to start to help me.” Here, 
the asylum seeker indicates that his distress signals his “focus on practical assistance and 
advocacy to help bolster [his] immediate social situation” rather than a pursuit of 
psychiatric therapy (111).  
Such clinical realities signify that assessment of refugee experiences should 
“center on practical problems and direct attention to function-focused and problem-
focused coping styles… rather than [only] the emotion-focus (111). To step beyond 
psychopathology and identify actual refugee concerns, the provider must ask different 
questions. Questions such as “How are you doing?” and “What do you need to do?” 
should precede “How are you feeling?” (111).  
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Asking such questions changes the focus of clinical discourse. It facilitates 
holistic diagnosis and challenges the universality of distress as a somatic symptom. In 
this vein, Kleinman (1987) argues that although signs of distress (i.e. PTSD) can be 
identified globally, it is a fallacy to assume that distress carries identical meanings in 
every cultural context. Likewise, Kleinman and Good (1985) claim that “describing how 
it feels to be grieving or melancholy in another society draws one into an analysis of 
radically different ways of being a person” (cited in Summerfield 2005: 103).   
With this in mind, refugees "know that they will stand or fall by what they do in 
and about [their social] world" (Summerfield 2004; 10). Therefore, as discussed above, 
"for them the key questions [are] not ["where do I hurt?", or "what do I call this 
problem?", or] 'how am I feeling?' but 'what can I do to bolster my situation?'" 
(Summerfield 2004:10). Unfortunately, if distress is perpetually relocated from the 
"social arena to the clinical arena" there is little promise that mutual clinical 
understanding, patient satisfaction, and healing will occur (Summerfield 2004).     
Refugee populations represent a noticeable proportion of patients seen by Western, 
medical practitioners. How providers assess and treat refugee groups is essential to build 
new life and achieve healing. Evidence indicates that best practices in refugee care hinge 
on providers' ability to recognize the social determinants of health and understand the 
existing social realities of their refugee patients. Likewise, as articulated by my 
informants, effective physician-refugee-patient relationships depend on looking further 
than psychopathology and medicalized conceptualizations of refugee life. To put this into 
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practice, clinicians must change clinical discourse and adjust the focus of clinical 
inquiries to elicit refugees' practical problems and immediate needs.   
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CHAPTER FIVE 
“Living on the edge”: Neutral Empathy, Vicarious Trauma, and the Role of Critical 
Incidents on the Development of “Secondary Resilience” in Clinicians 
 
We think too much and feel too little. More than machinery, we need humanity; more 
than cleverness, we need kindness and gentleness. Without these qualities, life will be 
violent and all will be lost. 
-Charles Chaplain, The Great 
Dictator 
 
He had settled down as one of the physicians who are companions in suffering to the 
patients in their care; who do not stand above disease, fighting her in the armor of 
personal security, but who themselves bear her mark… 
-Thomas Mann, The Magic       
Mountain 
 
In our own woundedness, we can become a source of life for others. 
-Henri Nouwen, The Wounded           
Healer 
 
 
Chapter Overview 
 
Drawing on interview data and philosophical, sociological, and medical literature, 
this chapter reviews the origins, meanings, and uses of emotions and empathy in the 
clinical context. This chapter begins with a discussion of Parsons’ concept of “affective 
neutrality,” Fox’s theory of “detached concern,” Aring’s theorization of clinical empathy, 
and Blumgart’s theory of “neutral empathy,” and their perceived implications for modern 
medical practice. Questioning the universal applicability of Parsons’, Fox’s, Arings’s, 
and Blumgart’s theories, this chapter unveils the phenomena of vicarious traumatization 
or secondary traumatic stress, and the ways in which clinicians working in refugee care 
can be adversely affected by chronic exposure to traumatic patient narratives, suffering, 
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and death. Further, I expound upon the newly emerging theory on vicarious resilience 
and introduce the concept of “secondary resilience” in the context of refugee/asylee care. 
Lastly, I argue that appraisal of critical incidents plays a key role in providers’ ability to 
transition from vicarious trauma or secondary traumatic stress to “secondary resilience.”     
 
Introduction 
During the interview process, as physicians recounted their experiences caring for 
refugee/asylee patients, they showed deep emotions. Here is one powerful story told by 
Dr. Lindquist, an OB/GYN provider I interviewed.  
So I had this lady, who was an asylum seeker, who had been pregnant as the 
result of rape during her detention, where she'd been tortured and raped. 
And...um...so I took care of her through her whole pregnancy...we tend not to 
discuss...you know... their trauma history in detail, other than to know that it 
occurred and....you know...try to make sure they get services, that their OK and 
go over the whole 'how's mental health?' and...you know...make resources, but to 
talk about the details of what happened we didn't do, but then she needed her 
asylum affidavit, so she came back to me for that...[tears began to well up in the 
doctor's eyes]...she had her new baby on her lap, this little boy that's the result of 
rape from someone who tortured her, she is sitting there telling me this story and 
suddenly she completely flashes back, she dissociates and starts rocking and 
saying 'God help me, God help me, God help me' and her little boy, sitting on her 
lap, starts to cry because he sees that mommy is, you know, in distress and that's 
what grounds her (her little boy's cry) and brings her back to reality and she goes 
'I'm sorry honey I didn't mean…’ I'm going to cry [tears streak down the doctor’s 
cheeks]... (sobs)...’I didn't mean to upset you (the little boy)’... and it just showed 
me the resilience and the deep quality of the people that I deal 
with...(sniffles)...and what great people they are as they survived their trauma 
and...um...it kind of makes the work feel very rewarding that you can at least help 
somebody to get back to their survival potential…(sniffles and dries tears)...  
 
Dr. Lindquist’s narrative is a powerful testament to the emotional cost of caring for 
vulnerable populations. Chronic exposure to patient narratives of loss, grief, and trauma 
can elicit intense emotions such as profound sadness, helplessness, frustration, and 
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hopelessness in clinicians. Such emotional responses are frequently termed vicarious 
trauma or secondary traumatic stress. My research findings and that of other studies (e.g. 
Hesse 2002; Holmqvist & Andersen 2003; Hernandez-Wolfe et al. 2014) indicate that 
when providers engage in empathetic relationships with vulnerable patient groups (i.e. 
refugees), they undergo inner, transformative processes that impact them on the 
emotional, psychological, and intellectual level. 
These transformations often occur after clinicians have experienced a critical 
incident – “any event that has a stressful impact sufficient enough to overwhelm the 
usually effective coping skills of an individual” – during his or her interaction with a 
patient (Mitchell & Bray 1990: 5). If left unaddressed, critical incidents can have a 
detrimental effect on physicians’ ability to process and move past vivid images of patient 
suffering, death and dying. Additionally, evidence shows that unchecked vicarious 
trauma can lead to professional burnout and compassion fatigue and, thereby jeopardize 
effective physician-patient relationships.         
In the context of my research, I refer to the “physician-patient relationship” not as 
a long-standing interaction or a deeply affiliative emotional exchange, but as a synonym 
for clinical empathy that harnesses physicians’ ability to understand a refugee patient’s 
cultural background, health needs, and narratives of suffering, and emotional experiences. 
I argue that this strengthens rather than undermines objective diagnostic and therapeutic 
processes. Clinical empathy can supplement or complement the clinical objective 
knowledge to produce a more comprehensive understanding of a refugee patient:  
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Empathetic communication enables patients to talk about stigmatized issues that 
relate to their health that might otherwise never be disclosed, thus leading to a 
fuller understanding of patients’ illness experiences, health habits, psychological 
needs, and social situations (Halpern 2001: 94) 
 
But does the presence of empathy mean that clinical objectivity is lost? That 
clinicians can no longer offer quality, effective care if clinicians pay too much attention 
to their own or their patients’ emotions?  Does emotional distance remain valid when 
clinicians working with vulnerable populations develop professional burnout, psychiatric 
disorders, or suicidal ideations? What does it mean to be an empathetic clinician? 
According to More (1996), “the empathic physician is neither objective nor subjective, 
neither detached nor identified, but dialogically linked to the patient in a continuing cycle 
of reflexive interpretation that integrates the objective and subjective” (245).  
Based on accounts such as Dr. Lindquist’s, my clinician-informants were not 
distant from their patients but present empathetically. In many ways, their experience of 
deep emotional connection to their patients challenges the traditional and contemporary 
notions that emphasize “affective neutrality” or “neutral empathy” commonly taught in 
medical schools in the U.S.   
My informants’ input indicates that emotions have a place in medicine. The level 
of emotion conveyed by clinicians in this study indicated that empathy is not so detached 
and limitless; it has a tipping point. It can be broken; indeed, shattered. When this occurs, 
the protective walls of “detached concern” and “compassionate detachment” crumble. In 
these instances, vicarious trauma, professional burnout, or compassion fatigue can ensue 
and debilitate highly intellectual, well-meaning practitioners who chose medicine out of a 
deep concern and desire to help people. 
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However, newly emerging evidence indicates that clinicians can move beyond 
and cope with vicarious trauma through vicarious resilience, or what I introduce as, 
“secondary resilience.” This notion is based on theory that clinicians’ exposure to patient 
suffering can bolster their desire to help patients and to advocate and harness social 
resources for specific patient groups (e.g. refugees, torture survivors, asylees). In this 
sense, resiliency is both a protective trait and a factor that mitigates symptoms of 
vicarious trauma. Although vicarious resilience and my concept of “secondary resilience” 
stem from psychological theory, these concepts are highly anthropological because they 
imply an existential cure for psychiatric categories such as vicarious traumatization or 
burnout. Moreover, one of the central arguments produced from this study is that there is 
a missing link between secondary traumatic stress and “secondary resilience.” I argue 
that the missing link is the systematic evaluation of critical incidents.  
 
Do doctors feel?: Affective Neutrality, Detached Concern, and Neutral Empathy  
Parsons (1951) was the first social scientist to analyze the medical system and the 
physician-patient relationships within. Parsons’ work theorized the patient’s “sick role” 
and the physician’s response to it. This response is categorized into four features that 
direct the physician’s behavior in treating the patient. These features include “universal 
achievement” (general medical knowledge shared by all specialties), “functional 
specificity” (technical competencies unique to each specialty), and “collective-orientation” 
(social norms regarding altruistic behaviors) (Parsons 1951: 454-465). 
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The fourth feature, “affective neutrality,” focused on a physician’s emotional state and 
response during a clinical interaction. As Parsons (1951) argues,  
The physician is expected to treat an objective problem in objective, scientifically 
justifiable terms. For example, whether [the physician] likes or dislikes the 
particular patient as a person is supposed to be irrelevant, as indeed it is to most 
purely objective problems of how to handle a particular disease (435).   
 
In this sense, it is assumed that it is not the physician’s responsibility to address or 
grapple with the emotional needs of the patient – and for that matter, to show his or her 
own emotions. With this in mind, affective neutrality “is a critical distancing reaction 
which prevents the practitioner from entering too sympathetically into the patient’s 
situation. The doctor is expected to be neutral in judgment and to exercise emotional 
control” (Ford et al. 1967: 3). 
Following a similar logic, Fox expanded upon Parsons’ concept of affective 
neutrality in a sociological study focusing on physician-patient interactions at a research 
hospital conducting experimental trials on patients with incurable diseases. Adding to 
Parsons, Fox described the subjective-objective tension in medical practice through the 
notion of “detachment” and “concern.” At the emotional level of the physician-patient 
interaction, Fox purports that “the physician is expected to maintain a dynamic balance 
between attitudes of ‘detachment’ and ‘concern.’ He [or she] is expected,” she continues, 
“to be sufficiently detached or objective toward the patient to exercise sound medical 
judgment and maintain his [or her] equanimity. He [or she] is also expected to be 
sufficiently concerned about the welfare of the patient to give him [or her] compassionate 
care” (Fox 1959: 86).       
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Taking her concepts further, Fox partnered with Howard Lief in a seminal 1963 
article, “Training for Detached Concern,” and examined how medical students are trained 
to detach themselves from emotional involvement with patients. Specifically, medical 
students assume an attitude of detached concern as protection against “emotion-laden 
experiences” such as vivid human suffering and death (13). One profound example of this 
form of detachment occurs in first-year gross anatomy. In order to “help reduce guilt 
derived from unconscious fantasies of defiling the body, albeit a dead one, of a human 
being” students give their cadavers names such as “Elmer” and “Bones” (18). In this 
respect, detachment can be conceptualized as a “mechanism of adjustment and defense” – 
a method which medical students, residents, and seasoned clinicians can use to control 
their emotions. Detachment emerges in different ways in practice. Studies show that, in 
the context of the medical profession, detachment can take the form of emotional 
suppression and repression, intellectualization, and humor (Lief & Fox 1963; Sudnow 
1987; Coombs & Goldman 1973; Papper 1978; Manon 1981; Hafferty 1988; Smith & 
Kleinman 1989).           
Furthermore, although Lief and Fox (1963) do not provide a concrete definition of 
detached concern, they associate it with clinical empathy. This, they suggest, “involves 
an emotional understanding of the patient, ‘feeling into’ and being on the same ‘affective 
wave length,’ as the patient; at the same time, it connotes an awareness of enough 
separateness from the patient so that expert medical skills can be rationally applied to the 
patient’s problems” (12). Lief and Fox’s discussion is consistent with the focus of 
medical and sociologic literature of the late 1950s and early 1960s. Their stance is quite 
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different from the glorified sympathetic physician from the time of Hippocrates to 
nineteenth century physicians like Worthington Hooker: “Within the trajectory of 
medical thought from Hippocrates to Hooker, the physician’s special tolerance of 
emotions enables an emotional understanding of patients that enhances his reliability and 
effectiveness” (Halpern 2001: 21). Emotionally detached concern stemmed as a reaction 
to the value of sympathy in the clinical encounter. In essence, physicians attempted to 
distinguish the right type of empathy from sympathy.  
According to More (1994), one explanation for this epistemological and 
discursive shift is that “Victorian culture steadily sentimentalized, feminized, and 
marginalized sympathy’s connotative meaning, while at the same time the term was 
slowly devalued within medicine’s scientific and professional discourse” (20). Hence, 
“by the beginning of the twentieth century to be sympathetic was to be unscientific” 
(Marcum 2008: 262).  
Another good example of this paradigmatic shift is found in Charles Aring’s 
influential 1958 JAMA article where he questions whether empathy is an emotional 
interaction between physicians and patients or an isolated intellectual way of 
understanding patients. Aring separates empathy from sympathy. He defines sympathy as 
“an affinity, association, or relationship so that whatever affects one (the patient), 
similarly affects the other (the physician)” (449). While not discrediting the physician’s 
“appreciation” or acknowledgment of the patient’s emotional state, Aring proposed that 
empathy is a construct that allows clinicians to be detached, separated from the self and 
other, yet interested. Aring recommends that “the patient should be allowed his [or her] 
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own problems without a need to partake of them” (449). The key point here is that any 
clinician should, in theory, protect oneself from becoming incapacitated by his or her 
patient’s emotional state. He claims that “a subtle and significant feature of a happy 
medical practice is to remain unencumbered by the patient’s problems” (452). 
Additionally, Aring argues that   
...the ability to be empathetic depends largely on the richness of one’s own 
emotional experiences. These experiences are the basis of inner perception – 
intuition, as it is sometimes termed – the ability to understand one’s own feelings 
and relationships, and by reason thereof, those of others. This view holds that 
there is no substitute for knowledge of oneself to correctly understand others 
(452).  
 
In this sense, empathy involves both self-reflection and intellectualization of one’s own 
emotions in reference to another person’s emotional needs or states.  
To extend upon Aring’s discussion of empathy, Hermann Blumgart (1964) 
posited that “neutral empathy” may be a better way to conceptualize “compassionate 
detachment” in the medical profession (451). He purported that while a sympathetic 
physician may grieve for patients and regret his limitations, a “neutrally empathetic” 
clinician will simply do what must be done without such reactions. To demonstrate this, 
Blumgart draws from a personal encounter during his final year in medical school (451). 
“What is the principal problem of your patient with Addison’s disease at this 
time?” I was asked. To which I replied, “Excruciating pain due to throbbing 
abscess of the jaw beneath a carious tooth.” When asked what should be done, 
I advised surgical drainage. 
“Don’t you know that sudden death is possible during surgery in Addison’s 
disease?” asked Dr. Smith. 
“Yes,” I said, “But the pain is severe.” 
“Well, wouldn’t you feel bad if your patient died during surgical drainage?” 
“Yes,” I admitted, “I would feel very bad.” 
“Well then,” he said, “You ought to leave medical school this instant and abandon 
the profession of medicine. If after giving all of your ability having weighed 
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the risks and benefits, you grieve over ill fortune, your life will be tormented by 
the past, and you will be of little use to your patients in the present or to yourself 
in the future. To each and every patient you must give your best—and, having 
done so, you must accept with equanimity bad fortune as well as good. Unless 
you learn this, you had better not be a doctor.” 
 
With this account in mind, it is evident that modern medical practice emphasizes 
emotional detachment from the patient. This trend stems from Sir William Osler’s model 
of “Aequanimitas” or equanimity: “Osler denied that physicians’ effectiveness depends 
upon emotional engagement with patients” (Halpern 2001:22). According to Halpern,  
Osler’s rhetoric promotes the idea that detachment serves rationality…No 
meaningful way exists to compare emotional perspectives for their accuracy or 
appropriateness to a person’s circumstances, because the only reliable facts about 
humans are objective facts about bodies as things (24).  
 
Solidifying her point that the subjective nature of emotions does not correlate with 
the objective, precise nature of medical practice, Halpern (2001) adds three more aspects 
for why the modern medical profession tends to exclude emotion from practice. Halpern 
claims that because clinicians often perform challenging and painful procedures that 
affect physicians’ emotions, emotional distancing or detachment protects doctors from 
the emotional pain of these encounters. Further, detached concern allows the physician to 
practice medicine impartially, with fairness, and equity. Lastly, Halpern argues that 
emotionally detached concern protects physicians from emotional burnout. 
Interestingly, being the father of modern medicine, Osler, admitted, that he lacked 
consistency in maintaining emotional distance with patients: “While preaching to you a 
doctrine of equanimity, I am, myself, a castaway” (1943:10). With this in mind, my own 
research questions this idealistic and universalistic stance that true emotional distance and 
detached concern is possible. In order to be a “good” and objective physician, does one 
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really have to suppress and repress one’s emotions? Certainly, clinicians are scientists, 
but they are also humans. As humans, we feel whether we want to or not. What is 
important here is what is done with those feelings. So if clinicians are taught to contain 
emotions, what happens to these emotions? Where do they go? If discussion of emotions 
with colleagues may be viewed as taboo or a sign of weakness or loss of objectivity, is 
there still room for humanistic, empathetic clinicians in modern medicine?  
My informants' input challenges the notion that clinicians are universally 
withdrawn or "dehumanized" by Western medical training. In practice, as seen from Dr. 
Lindquist’s narrative, clinicians articulate and demonstrate that caring for refugee 
patients is an emotionally-laden endeavor. Similarly, when informants experienced 
catharsis when I interviewed them, their tears may be a counter narrative to "affective 
neutrality" and the general emotional socialization of medical training. Crying about or 
for one's patients may indicate the formation of Davenport's (2000) gaze of "witnessing" 
and/or Wendland's (2010) empathetic gaze of "loving" one's patients. However, there are 
moments where empathy reaches its limit; moments where the magnitude of human 
suffering is too great to suppress or control. These instances can break a clinician’s 
detached and objective stance to such an extent that s/he mirrors the patient’s symptoms 
of suffering.   
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When Empathy Hurts: Physician Burnout, Secondary Traumatic Stress, & 
Vicarious Trauma  
Burnout: An Individual or a Systemic Syndrome? 
Despite the highly noble, deeply meaningful, and personally fulfilling nature of 
medical practice, it comes at an emotional cost (Maslach 2003). In the U.S., nearly “1 in 
2 physicians have symptoms of burnout” (Shanafelt et al. 2012). Shanafelt et al. (2012) 
define burnout as “a syndrome characterized by a loss of enthusiasm for work (emotional 
exhaustion), feelings of cynicism (depersonalization), and a low sense of personal 
accomplishment” (1377).  Over the last three decades, compassion fatigue, burnout, 
depression, suicidal ideation, low quality of life, and dissatisfaction with work-life 
balance have been reported at all stages of medical training and across all medical 
specialties (i.e. Maslach, Jackson, & Leiter 1996; Spickard, Gabbe, & Christensen 2002; 
Shanafelt et al. 2009).  
A few notable national studies indicate a significant prevalence of burnout and 
related factors in medical students, residents, and practicing physicians. For instance, 
Dyrbye et al. (2008) study of 4,287 medical students at seven medical schools found 
burnout in 49.6%, and 11.2% reported suicidal ideation within the past year. Additionally, 
West, Shanafelt, and Kolars (2011) study of 16,394 internal medicine residents revealed 
that “overall burnout and high levels of emotional exhaustion and depersonalization were 
reported by 8,343 of 16,192 (51.5%), 7,394 of 16,154 (45.8%), and 4,541of 15,737 
(28.9%) responding residents, respectively” (952). Further, low quality of life (QOL) was 
reported by 14.8% and dissatisfaction with work-life balance in 32.9%. In another 
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national study of practicing physicians, Shanafelt et al. (2012) indicated that 45.8% of 
U.S. physicians reported at least 1 symptom of burnout classified on the Maslach Burnout 
Inventory (MBI), 37.9% had high emotional exhaustion, 29.4% had high 
depersonalization, and 12.4% reported a low sense of personal accomplishment (1380).  
At the individual level, burnout is debilitating and can have adverse effects on 
physicians’ personal lives. Burnout can lead to suicidal ideation (Shanafelt et al. 2011) 
and alcohol abuse (Oreskovich et al. 2012). Additionally, burnout may instigate 
interpersonal and relationship problems (Shanafelt, Sloan, Habermann 2003).  
Further, physician burnout permeates beyond the individual and may have 
repercussions on the effectiveness of physician-patient interactions and on the quality of 
care patients receive. Recent studies indicate that burnout may impact the delivery of 
quality care (DiMatteo et al. 1993; Wallace, Lemaire, & Ghali 2009), reduce 
professionalism (Dyrbye et al. 2010), raise the risk of medical errors (West et al. 2006; 
Shanafelt et al. 2010), and lead to early retirement (Shanafelt et al. 2011; Balch et al. 
2011). To add to these complexities, Medscape (2012) conducted an online survey of 
24,216 U.S. physicians across 25 specialties and found that only 54% physicians would 
choose medicine again as a career, compared with 69% in 2011.   
Such statistics are alarming and present challenging questions for the future of 
medical practice. How can we expect physicians to heal others if they themselves are in 
need of a healer? Why can’t so many physicians live up to the clinical ideal of detached 
concern or neutral empathy? Are some physicians more susceptible to burnout or 
compassion fatigue than others? Is burnout a sign of an emotionally soft or less 
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competent provider? If physicians are so dissatisfied with their careers, why did they pick 
this helping profession in the first place? Can a doctor who experiences burnout provide 
effective, quality care? What is the impact of physician burnout and dissatisfaction on the 
U.S. health care system?  
These questions are difficult to answer, but what remains true is that emotions 
affect the practice of medicine. In a recent work, How Doctors Feel (2013), Danielle Ofri 
recounts experiences of her own, and of other clinicians, to explore how emotions such as 
grief, anger, fear, and sometimes joy influence physician-patient and physician-physician 
interactions. Ofri writes, “[s]ome doctors reported that after a death that felt to them like 
a “failure,” they would treat the next few patients overaggressively. Conversely, if 
doctors had witnessed what seemed like unnecessary suffering, they would pull back with 
the next few patients, leaning away from aggressive treatment, even when it might have 
been warranted” (108). In tandem with my own work, Ofri’s contribution is a 21st century 
reminder that emotions are not ancillary abstractions in clinical practice, but are real and 
integral to the make-up of good, empathic physicians.  
To move a step further, medical researchers claim that the high prevalence of 
burnout within modern medical practice “implies that the origins of this problem are 
rooted in the environment and care delivery system rather than in the personal 
characteristics of a few susceptible individuals” (Shanafelt et al. 2012). To clarify, in my 
Introduction, I posited that attributing negative, unethical physician behavior only to 
systemic problems is flawed. Here, however, the conversation is about the prevalence of 
burnout, bearing no association to my prior point. With this in mind, medical and public 
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health studies suggest that in order to ensure the provision of quality care, policy makers 
and health care delivery systems must find practical ways to mitigate provider burnout 
for the sakes of physicians and their patients (Shanafelt et al. 2012; Wallace, Lemaire, & 
Ghali 2009; Dyrbye & Shanafelt 2011; Ofri 2013).  
Interestingly, there have been no studies conducted to date that measure the 
prevalence of burnout specifically in physicians caring for refugee/asylee patients. 
Although my study did not explicitly focus on the issue of clinician burnout nor did any 
of my informants mention it, the deeply emotional accounts of my informants and the 
demanding nature of their work leave some room to hypothesize that clinicians who work 
in challenging areas and who care for patients who are/were victims of psychological and 
physiological trauma may experience similar, if not increased, levels of burnout. 
Nonetheless, the literature that does explore the emotional impact of caring for survivors 
of torture or refugee populations on caregivers tends to focus on conditions such as 
secondary traumatic stress and vicarious trauma. While staying on course with my 
discussion of the prevalence of burnout in the medical field at large, I would like to shift 
the focus to secondary traumatic stress and vicarious trauma as both correlate directly 
with the context of care and the type of work my physician-informants do.    
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Is Empathy the Proximal Risk Factor for Secondary Traumatic Stress & Vicarious 
Trauma?  
Physicians who care for vulnerable populations may be at an increased risk of 
experiencing adverse psychological and physiological effects. Psychological and medical 
literature tends to define these psychological effects with overlapping, yet unique 
concepts such as compassion fatigue, burnout, secondary traumatic stress, vicarious 
trauma, secondary victimization, counter-transference, empathetic strain, and emotional 
contagion. (Miller, Stiff, & Ellis 1988; Perry, Conroy & Ravitz 1991; Joinson 1992; 
Figley 1995a; Eisenman, Bergner, & Cohen 2000; Kinzie 2001; Hesse 2002; Holmqvist 
& Andersen 2003; Trippany, WhiteKress, & Wilcoxon 2004). 
Despite the related and interchangeable nature of the above effects, each one has 
distinct characteristics. According to theorists (i.e. Figley, 1995a; Figley & Kleber, 1995; 
Hesse, 2002; Pines & Aronsen, 1988; Trippany et al., 2004), burnout develops over a 
long period of time, is often work-related, predictable and is the outcome of emotional 
exhaustion, while secondary traumatic stress (also synonymized with “compassion 
fatigue”) is less predictable and can emerge suddenly after a critical incident. Figley 
(1995a) suggests that secondary traumatic stress can occur in professionals who provide 
care to the directly traumatized individuals. In other words, the trauma experienced by a 
client/patient transitions into a traumatizing event for the provider (Perry, Conroy & 
Ravitz 1991). In some cases, caregivers can relate to the traumatic experiences of patients 
with PTSD to such an extent that they begin to mirror the same symptoms the patient is 
experiencing (Baird & Kracen 2006). Consequently, symptoms of secondary traumatic 
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stress are often identical to symptoms associated with post-traumatic stress disorder. 
Although the symptoms of secondary trauma are nearly identical to vicarious trauma, the 
onset of secondary trauma can occur immediately after a single incident while vicarious 
trauma develops as a response to prolonged exposure to patient suffering (Figley 1995).     
Emotionally, symptoms such as sadness, irritability, hyper-arousal, cynicism, as 
well “feelings of being helpless, hopeless and/or powerless, feelings of lack of safety 
[and] trust, alienation from others, shattered assumptions about basic beliefs about life or 
people, [and/or] loss of faith (anger with God)” are strong indicators for the presence of 
vicarious or secondary trauma (BSRC 2012; Smith et al. 2007). Providers may also 
experience behavioral changes such as increased substance abuse, and work-related 
changes such as tardiness and absenteeism (Smith et al. 2007). In addition, providers may 
report changes in their sociability, mood swings, heightened irritability, social withdrawal, 
and impatience (Kahill 1988; Kinzie 1994; Kleber & Fingley 1995, cited in Smith et al. 
2007) 
Although vicarious or secondary trauma is understudied in physicians caring for 
refugee/asylee patients, hypothetically speaking, all are “at risk.” The danger is that when 
high levels of stress become normalized or expected in medical settings, they are easily 
overlooked. The emotional burden providers experience has physiological ramifications. 
These include stress-related sleep disorders, heart disease, high blood pressure, joint pain, 
general fatigue, increased susceptibility to colds/flu, addiction, headaches, eating 
problems, nervous ticks, etc (BSRC 2012; Smith et al. 2007). At the environmental level, 
factors such as “ineffective supervision, large caseloads, lack of recovery time between 
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client contacts, traumatized or complex clients, lack of team approach in the workplace, 
and a lack of supports to meet client/patient needs” may increase the risk of some 
providers to develop vicarious or secondary trauma (BSRC 2012: 15). Acknowledging 
these realities, through a short paragraph and bullet points, the Center’s “Caring for 
Survivors” online course and Dr. Bradford’s presentation slides on the “Ethnocultural 
Aspects of Refugees and Survivors of Torture” urge providers to prepare themselves to 
hear difficult narratives and warn health professionals of potential vicarious 
traumatization. Further, under the section related to preparatory interview considerations, 
the course provides a few sentences that state that having discussions with a mentor or 
other colleagues about emotions that occur before and/or after clinical interviews can 
help providers avoid symptoms associated with vicarious trauma. This is especially 
advised for new clinicians entering refugee/asylee care.   
Interestingly, the risk factor that is sometimes absent in modern literature on 
physician burnout or vicarious or secondary trauma is empathy itself. According to Smith 
et al. (2007), a work produced by physicians and clinical social workers, empathy is both 
a “hallmark of a caregiver’s ability to engage in effective therapeutic treatment with 
traumatized clients” and “one of the primary factors that contribute to secondary 
traumatic stress” (397). Empathy can help the provider to understand a patient’s 
experiences, yet it may make providers vulnerable to becoming traumatized themselves 
(Figley 1995b; Wilson & Lindy 1994, cited in Smith et al. 2007). With this in mind, is it 
a failure of the provider to control one’s emotions? What does this say about the medical 
ideal to maintain affective neutrality and detached concern? What contributes to 
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providers’ adverse psychological reactions in contexts where traumatic patient narratives 
are frequent?    
Providers and theorists posit that caregiver expectations, ideals, outlooks, and 
hopes can have a significant impact on the development of adverse psychological 
reactions such as burnout, secondary traumatic stress or vicarious trauma. Kleber (2003) 
argues that some providers may feel a sense of powerlessness when they care for 
individual people but are unable to address the core of world-scale tragedies that produce 
their client/patient population. Maslach & Johnson (1981), Hesse (2002), and Trippany et 
al. (2004) propose that providers may have a decreased sense of overall competence and 
self-image if they feel that they are unable to effectively intervene in order to help their 
client/patient. Sometimes cultural and linguistic barriers may influence providers’ 
perception of competence. Additionally, the perceived failings providers describe may be 
worsened by instances when caregivers “internalize an ‘idealized image’ of the client as 
deserving the best treatment and outcomes” and fall short of their effort to provide high 
quality care (Eisenman, Bergner, & Cohen 2000, cited in Smith et al. 2007). On the other 
hand, “the caregiver may harbor ‘savior’ fantasies which can also erode reasonable 
expectations as to the probable outcomes of treatment” (Kinzie 1994; Smith 2003, cited 
in Smith et al. 2007; Papadopoulos 2005).   
Further, although such topics did not surface in my interviews, studies show that 
providers may find it difficult to engage with trauma victims who are manipulative and 
unthankful, who inflate their trauma history in order to secure asylum status and social 
benefits, and/or who have themselves been perpetrators of human rights violations 
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(Eisenman, Bergner, & Cohen 2000, cited in Smith et al. 2007). 
Stemming from the material presented above, it is without a doubt that caring for 
refugee/asylee patients is demanding and stressful. Thus, the discussion throughout this 
section has not been about whether stress is present as the result of exposure to patient 
trauma, but to what extent, what effect stress can have on the caregiver, and what risk 
factors or caregiver dispositions initiate development of burnout, secondary traumatic 
stress, or vicarious trauma. At the heart of the matter, empathy is the leading and 
proximal cause for adverse psychological reactions in providers working in 
refugee/asylee care. Generally, “the more empathic a provider is, the greater the risk” 
(BSRC 2012: 14). However, this does not mean that all empathetic practitioners will 
experience secondary or vicarious stress or that they will terminate their practices or 
switch fields/specialties if they do.  
The deeply emotional accounts of clinicians in my study indicated to me that they 
may have at one point experienced (or are experiencing) secondary traumatic stress or 
vicarious trauma. However, despite their exposure to highly charged traumatic patient 
narratives, they continue to work with this patient population. In fact, most of the stories 
these clinicians shared occurred fairly early in their medical careers (either during or 
shortly post residency). Nonetheless, these clinicians continue to care for refugees and 
have done so, on average, for the past twenty years. What keeps them going? After all, 
refugee care, as with most health care fields, is self-selected. Why do they continue to 
care for refugee/asylee patients if such encounters are proven to be highly distressing and 
traumatizing? Is it their deep sense of empathy and loyalty towards this particular patient 
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population? What gives them the psychological and physiological endurance to continue? 
According to Dr. Forster, a primary care physician I interviewed,  
This is what inspires me...just knowing that I could play some part in the healing 
process and contribute to the lives of these extraordinary individuals…it’s really 
the resiliency of the people I see that keeps me in awe of the human capacity to go 
on… 
 
	  In other words, this provider draws strength from witnessing the resiliency of his patients 
and seeing his role in their healing process. Emerging literature describes this 
phenomenon as vicarious resilience. I prefer, instead, to talk about what I refer to as 
“secondary resilience.”  
 
 “Secondary Resilience” as an Antidote for Vicarious Trauma or Secondary 
Traumatic Stress  
All humans have the capacity for resilience. Ungar (2008) provides an eloquent 
definition of resilience:  	  
In the context of exposure to significant adversity, whether psychological, 
environmental, or both, resilience is both the capacity of individuals to navigate 
their way to health-sustaining resources, including opportunities to experience 
feelings of well-being, and a condition of the individual’s family, community and 
culture to provide these health resources and experiences in culturally 
meaningful ways (225). 
 
In the context of refugee care, there are multiple internal and external factors and 
resources that bolster resilience in refugees. Some of the factors include individual 
characteristics such as optimism, inner strength, hope for a better future, determination to 
cope, taking control and the will to “move on” (Toth 2003; Brough et al. 2003; Khawaja 
et al. 2008; Shakespeare-Finch & Wickam 2009; Pulvirenti & Mason 2011). Another 
	   105 
crucial factor that builds resilience is family support. In Sossou et al. (2008) study, one 
informant stated that “once you have family you cannot give up; you have to stay strong 
for them” (378). A similar account is told by a sixth grade Somali refugee: 
I showed courage the time I left my country. It is not easy leaving your home but I 
had to because of a war between my country, Somalia, and another country. Many 
people died and their homes were destroyed. 
 
It all began in 1990 when my family and I were eating dinner. We heard a 
gunshot. We all ran in one room, looked out the window, and saw people running. 
My father said we had to leave. We packed the important things we needed and 
we left the house. At that time my mother was pregnant. I had to stay strong for 
my younger sister and brothers. We walked far into the woods. That night, we 
slept in a little cave. About a week later we came to a place called Kenya. We 
stayed there with my grandfather. I thought we were going back to Somalia. 
 
After a year my father said we had to go to America. I was sad leaving my 
country and my friends, but I knew it was for the best and I didn’t want my 
younger sister and brothers to feel sad too. It took a lot of courage to be strong 
(Abo-Zena et al. 2009: 11).  
 
Further, Correa-Velez, Gifford & Barnett (2010) report that young refugees that 
have support from and attachment to their ethnic community experience “greater levels of 
well-being in the psychological, social and environmental domains” (1404). In the same 
vein, Green & Elliots’s (2010) study showed that religion and spirituality promoted 
resilience and improved psychological and physiological wellbeing. Similarly, Fernando 
& Ferrari’s (2011) study of children of war in Sri Lanka posited that Buddhist rituals and 
practices bolstered resilience through “structure,...cognitive restructuring, acceptance of 
the trauma, cultivated a sense of control and…promoted integration in the broader 
community” (70). Generally, a belief in a higher power or placing one’s life and 
circumstances in God’s hands allows refugees and other immigrants to find meaning, 
hope, and resiliency (Shweitzer et al. 2007; Khawaja et al. 2008; Sossou et al. 2008). 
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Sharing a similar sentiment, Sudanese refugee youth, in Johnson et al. (2013), felt that 
their faith in God gave them the ability to find meaning, to cope and to press on. 
If God wanted me to be dead, I would be dead now. But I am not, so He must 
have other plans for me (177) 
 
If there is no place to go, God can work you through bad things (177).  
 
The above examples show that resilience is a transformational, contextual and 
socially constructed process rather than a static individual characteristic. Just like people 
who have overcome great adversity, persecution, and tragedy, caregivers who care for 
vulnerable populations may have the capacity to endure and process exposures to 
traumatic narratives and human suffering. 
From a theological angle, a clinician’s willingness to enter the realm of a patient’s 
pain and suffering is what defines a good, empathic healer. In his theological work, The 
Wounded Healer, Henri Nouwen argues that  
...the minister is called to recognize the sufferings of his time in his own heart and 
make that recognition the starting point of his service…his service will not be 
perceived as authentic unless it comes from a heart wounded by the suffering 
about which he speaks… (xvi).  
 
Medicine, like ministry, is about serving people. When I asked clinicians about why they 
entered refugee care they stated that “they recognized a need and wanted to help,” that it 
was “simply the right thing to do,” and that they felt “called into this ministry.” The 
decision to care for refugee patients also exposed these providers to vivid traumatic 
material. At times, such exposures made clinicians emotionally vulnerable. In essence, in 
the words of Nouwen, it made them “wounded” healers; healers who were “[n]ot ‘up 
there’ far away or [emotionally insulated] from people [in their care], but in the midst of 
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[their patients], with the utmost visibility” (40). Partaking of their patient’s experiences 
through empathy, clinicians are able to understand the magnitude of distress their patients 
endure.  
Retrospectively, this understanding is precisely what makes these clinicians 
sensitive and compassionate healers. For as Nouwen states, “Who can take away 
suffering without entering it? The great illusion of leadership is to think that man can be 
led out of the desert by someone who has never been there…” (72). Nonetheless, just as a 
refugee patient can find healing, so too can a “wounded” clinician.    
There is developing evidence that contact with client/patient stories of tragedy 
may contribute to personal and professional perspective and development. Hernandez, 
Gangsei, and Engstrom (2007) suggest that psychotherapists who work with torture 
survivors can develop “vicarious resilience” and convert vicarious trauma into social 
activism. They describe vicarious resilience as the “complex array of elements 
contributing to the empowerment of therapists through interaction with clients’ stories of 
resilience” (238). Based on their interviews with 12 therapists, they grouped several of 
the elements that contribute to therapists’ development of vicarious resilience: 
Witnessing and reflecting on human beings’ immense capacity to heal; 
reassessing the significance of the therapists’ own problems; incorporating 
spirituality as a valuable dimension in treatment; developing hope and 
commitment; articulating personal and professional positions regarding political 
violence; articulating frameworks for healing; developing tolerance to frustration; 
developing time, setting, and intervention boundaries that fit therapeutic 
intervention in context; using community interventions; and developing the use of 
self in therapy (238). 
 
In this sense, “vicarious resilience is founded on the assumption that client and 
therapist influence each other in the therapeutic relationship” (Hernandez-Wolfe et al. 
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2014:7). Despite the logical ramifications of the developing vicarious resilience model, 
there is a shortage of literature on the subject and quantitative measurement concerning 
the prevalence of vicarious resilience is absent. In addition, there are no studies that have 
focused on the utility of vicarious resilience specifically in physicians who work with 
vulnerable patient groups.  
Conceptually, vicarious resilience is different from and does not parallel vicarious 
trauma. While vicarious trauma is founded on constructivist self-development theory 
(Saakvitne et al. 2000) and is measureable via the Trauma Symptom Inventory (TSI) 
Belief Scale, vicarious resilience developed out of observation, grounded theory, and the 
juxtaposition of resilience and vicarious learning theory (Bandura 1986; Luthar 2003, 
2006; Walsh 2006). To clarify, constructivist self-development theory asserts that 
individuals construct their realities and adaptations based on past and present experiences, 
perceptions, and circumstances (e.g. a provider who cares for refugees or torture 
survivors may begin to view the world as an evil, unsafe place). Vicarious learning theory 
implies that behaviors are learned from the social environment through observation.  
Following closely with the definition of vicarious trauma, vicarious resilience 
develops over time. However, Hernandez-Wolfe et al. (2014) state that it is not yet 
known whether or not vicarious resilience is something experienced exclusively by 
seasoned therapists who have had the most exposure to trauma-filled narratives. However, 
the physician-informants in this study suggested that critical, one-time exposures to 
specific refugee patients and their tragic stories allowed them to witness the resilience of 
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their patient population and galvanized their desire to continue to care and advocate for 
this vulnerable, yet resilient group. 
With this in mind, I introduce the concept of “secondary resilience.” Similar to 
vicarious resilience, “secondary resilience” can be a protective factor in and have a 
moderating effect on vicarious trauma. However, despite the similarity between vicarious 
and “secondary resilience,” they are distinct. Paralleling the definition of secondary 
traumatic stress, “secondary resilience” can develop immediately after a one-time 
exposure to a highly influential or traumatic event. In other words, this suggests that a 
practitioner does not have to be exposed to multiple traumatizing incidents in order to 
develop resiliency. Dr. Bradford, a seasoned psychiatrist and co-founder of the Center, 
demonstrates this phenomenon:   
There was a time when a Tibetan monk…patient…told me that one of his major 
concerns that he had, when he was in prison and tortured, was how he could use 
compassion towards his torturer...such cases are awakenings...things you do not 
expect but must be willing to learn and process...this touched me personally and I 
knew that there was something special about these people, and this... really stuck 
with me...and guided me as I worked with other refugees... torture survivors.  
 
Here, Dr. Bradford reflects on the effect one Tibetan monk patient had on him. The 
Tibetan monk’s concern with “showing compassion towards his torturer” served as an 
“awakening” for Dr. Bradford. The shock associated with the unexpected and paradoxical 
nature of the monk’s words influenced Dr. Bradford’s perception and understanding of 
these “special” people. As he says, “it touched” him, “it stuck with” him, and “guided” 
him in his future encounters with patients from that region and culture.     
Furthermore, both vicarious resilience and secondary resilience can function on a 
continuum. Resilience can be built either after one exposure or after long-term exposure 
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to a trauma-inducing event(s). Nonetheless, “secondary resilience” does not suggest that 
vicarious or secondary traumatic stress is absent. In fact, because practitioners recounted 
a specific incident with a patient early on in their careers (during residency or soon after) 
and had deeply emotional responses during the interview (about 10-20 years after the 
incident), this shows the possibility that vicarious trauma may coexist with vicarious or 
secondary resilience. 
Despite the many identified elements that bolster providers’ potential to transition 
from vicarious trauma to a state of vicarious or secondary resilience, there is disconnect 
between how this process occurs. Because some of my physician-informants shared very 
specific accounts, they took meaning from first-time incidents. These incidents changed 
providers’ perspectives, attitudes, and approaches to refugee/asylee care. Although such 
incidents produced raw emotional responses, these tragedy-filled incidents were learning 
experiences for my informants. Notwithstanding the unsettling nature of witnessing 
patient suffering and listening to traumatic narratives, my informants did not dwell on or 
remain in a state of vicarious trauma. They were able to process these incidents as tragic 
yet inspiring stories that showed them the resilience of their refugee patients and gave 
them motivation and a sense of calling to dedicate their lives to the care of refugee 
communities. In this vein, I argue that the constructive link between vicarious or 
secondary traumatic stress and vicarious or secondary resilience is providers’ ability to 
process, evaluate, and learn from critical incidents.  
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Critical Incidents: Bridging Vicarious Trauma & “Secondary Resilience”  
Branch (2005) defines critical incidents as the “short narrative accounts focusing 
on the most important professional experiences of medical students, residents, and other 
learners” (1063). Frequently, “critical incidents deliver the raw materials of key nodal 
points of experience” (Branch 2005: 1064). Physicians’ narratives of clinical critical 
incidents have experiential and psychological value in medical education and training 
(Branch 2005; Brady, Corbie-Smith and Branch 2002; Bradley 1992; Flanagan 1954).  
Critical incident reporting allows professionals to process and make meaning of 
subjective, existential material that can be highly influential, emotionally vested, and in 
conflict with a person’s morals, attitudes, and values. Generally, critical incident 
reporting is considered an effective method to focus on the ethical, emotional, and 
professional aspects of becoming a medical practitioner. Evidence shows that critical 
incident reports are used widely in medical and nursing education curricula (Branch et al. 
1993; Brady et al. 2002; Hupert, Pels, & Branch 1995; Branch et al. 1995; Branch, Hafler, 
& Pels 1998; Lichstein & Young 1996; Niemi 1997; Svahn 2002; Baernestein & Fryer-
Edwards 2003; Locke 2003; McDonannell-Baum 1998; Ta 1997; Parker, Webb, & 
D’Souza 1995).  
Appraisal of critical incidents bolsters the value of experiential learning and 
facilitates the expansion of the empathic self and the development of the professional self. 
In certain cases, evaluation of critical incidents can “solidify or reawaken values in an 
environment where they are being challenged” (Branch 2005: 1064). This is especially 
important during periods when medical practitioners experience high stress levels, 
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uncertainty, sleep-deprivation, vicarious or secondary trauma, or burnout. The following 
example, shared by a second-year resident, paints a vivid image of why evaluation and 
open discussion of critical incidents is crucial for the development of secondary resilience 
and the reaffirmation of empathy: 
When I was in the MICU, I was called by cross-cover to evaluate a patient for 
transfer. She had a slightly altered mental status and was hypotensive . . . We 
were giving her fluids, blood, pressors; it was around midnight. I got another 
admission and went to the ER to start seeing him. The first patient coded, and I 
went to take care of her again. It was a terrible, endless, isolated night. I went 
back to the ER to see the new admission, and another code was called. I went to 
that. I was the only resident who responded. The patient died . . . 
 
The next morning on rounds, my attending asked me how many had survived. He 
said we didn’t need to talk about any that had died . . . It was a hellish night of 
nearly unbearable stress and in the morning it was never acknowledged, as if it 
had never happened, as if my patients had never existed . . . What bothers me 
most about it was that I felt completely flat. They were dead and I didn’t feel 
anything at all (Brady, Corbie-Smith, & Branch 1995, cited in Branch 2005: 
1064).   
 
Contrary to contemporary medical education that emphasizes detached concern and 
affective neutrality, this resident is concerned that she did not feel anything. Interestingly, 
the resident did control her emotions and maintained her emotional neutrality by not 
talking about the patient deaths with the attending, but she felt that emotion should be 
there; that feeling emotions would be the natural human response given the nightmarish 
experience she went through the night before.  
As Branch (2005) suggests, this resident may have been close to burnout. Further, 
Branch (2005) recommends that focus group discussion of such critical incidents could 
be crucial for the resident to receive affirmation from her colleagues that she is a 
responsible and caring physician and that she is not alone in such experiences. In this 
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sense, processing critical incident at the individual or group level can reframe and 
reconstruct experiences from “negative” to “positive” or from trauma to resilience.  
In my own research, I have been privileged to hear critical incident accounts from 
each of my informants. Every story is a transformative, “awakening” for physicians I 
interviewed. If we recall Dr. Lindquist’s powerful story about her clinical critical incident 
with an asylee woman and her little boy, we can see that witnessing her patient 
experience a flashback invoked, in Dr. Lindquist, deep empathy and a strong emotional 
response. However, despite the emotional and potentially traumatizing critical incident 
Dr. Lindquist shared, she was able to bring herself into composure and focus on the 
resiliency of her patient. The ability of Dr. Lindquist to move from tears to a discussion 
of resilience and the rewarding nature of her work indicates that she may have developed 
“secondary resilience” after processing a singular critical incident with this asylee woman 
and her infant boy. In other words, Dr. Lindquist actively transformed her raw emotions 
into a tangible realization that she has the knowledge and skills to have a positive impact 
on the lives of her patients. In this sense, Dr. Lindquist’s narrative is not just a depiction 
of empathy as an emotion or feeling, but is a reflection of how she sees herself as a 
person and physician. Dr. Lindquist recognizes her role, or rather, her own agency in the 
lives of her patients. Rather than wallowing in her emotions, Dr. Lindquist can do 
something about it. This transformation in perception allows Dr. Lindquist to view 
herself as an agent, advocate, and a caregiver for individuals who survive the atrocities of 
this world. This is secondary resilience at its best.   
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Nonetheless, soon after this moving narrative, Dr. Lindquist vocalized that 
sometimes she found herself “living on the edge” – a kind of living that borders being 
both emotionally vulnerable and resilient. This and Dr. Lindquist’s emotional response 
during the interview may indicate that despite her development of “secondary resilience,” 
vicarious trauma may still exist. These realities point to the coexistence of secondary 
traumatic stress and/or vicarious trauma and secondary/vicarious resilience. With this in 
mind, neither secondary nor vicarious resilience is unidirectional. Just because someone 
is resilient, it does not guarantee that he or she is emotionally insulated from incidents of 
similar nature.   
In another interview, Dr. Forster, a primary care physician, had a similar 
emotional response. However, Dr. Forster’s discussion depicts his struggle with 
maintaining emotional neutrality, addressing his patients’ cathartic moments, and “falling 
short” or not knowing how to handle his personal response to patient traumatic narratives. 
In many ways, the physician’s narrative is a mirroring of the emotional response of his 
patients, quite similar to the concordance between PTSD and vicarious trauma.   
...maybe certain memories can trigger sadness (in refugee patients), that's a little 
bit more complicated, maybe in at least some situations that's OK, if it allows 
someone to feel and to speak and not to be silent about something and ultimately 
would be better off coming out, so but in both cases, whether it be anxiety, PTSD-
like trigger - a trigger to something like PTSD or to something more like sadness 
but that is directly behind that (PTSD), I hope that any clinician would do the 
same, they can see eyes watering (of the patient), and see the message...and I 
suppose that particularly in the latter case, you know when that's an indication to 
get on with other things, that the discussion or conversation should continue 
along those lines or be put off to some other time or terminated, I'm sure it's not 
all bad or at least not always be avoided so it might... how do you...I don't know 
the answer to this...I going to fall short here but...when somebody's sadness is 
part of some therapeutic process and when is it just experiences of redundant 
pain that doesn't serve any purpose? You know, if they're crying every other week 
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and they have been having a good week, why mess up that week? On the other 
hand, if they've been numbed to the world for the past six months and they may be 
on the verge of being able to be more alive or sensate, may that's a useful 
process...and I think that's the toughest thing actually ...[doctor's eyes began to 
fill with tears]...again I feel that I'm falling short here, I really have to go by 
instinct, and I have no way of knowing if my instincts are right...you know... there 
are so many amazing short stories...[tears pour down doctor's face, takes off 
glasses to dry his eyes]...(silence)....(brief laugh to himself as he regains 
composure)… 
 
Comparatively, Dr. Lindquist was able to finish telling her critical incident, while 
Dr. Forster’s attempt to share a critical incident resulted in a self-reflective rumination 
that led up to a cathartic silence. Both reflected expressions of their compassion and 
vulnerability to refugee stories.  
Additionally, because the physician reflected on his ambivalence to attend to the 
emotions of patients, this may indicate his deep empathetic desire to help his patients but 
at the same time shows his uncertainty about acting upon this desire knowing that 
patients may not want to return to the horrifying stories of their past. On the other hand, if 
Dr. Forster is struggling with vicarious trauma, he may prefer what Baranowsky (2002) 
calls “the silencing response.” This type of response refers to the caregiver’s inability to 
listen and attend to the narratives or experiences of patients/clients by sidestepping to less 
distressing or traumatic material. In some cases, both the patient and the provider may 
avoid discussion of painful or uncomfortable information (Hesse 2002). Holmqvist & 
Anderson (2003) described this type of avoidance as “collusive resistance” (294).   
Furthermore, although Dr. Forster was unable to share a particular incident, this 
does not mean that he has not developed vicarious or secondary resilience caring for 
refugee patients. Later in the interview, Dr. Forster’s statement reveals that he has 
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converted or processed raw emotions born from critical incidents into a realization that 
tragedy and suffering is inevitable in his line of work. In other words, similar to Dr. 
Lindquist, Dr. Forster is a resilient provider who draws strength from knowing that his 
expertise has a positive impact on his patients. He continues, 
Just by entering medicine, by default, I learned that I will be exposed to tragedy 
and suffering…in a general sense, suffering -  it’s universal in medicine, it’s  
unavoidable…but what really resonates with me are stories that patients tell, 
stories of resiliency and hope, stories in which people have lost 
everything…stories about people who have seen their brothers, sisters, mothers, 
fathers killed, people who have a deep sense of guilt that they could have saved 
their family from harm, people who have been shot, maimed and yet still decide to 
return to areas of civil strife to fight for liberty… and after having gone through 
such tragedies these people find a thread of hope to thrive and to start life anew. 
This is what inspires me…just knowing that I could play some part in the healing 
process and contribute to the lives of these extraordinary individuals…it’s really 
the resiliency of the people I see that keeps me in awe of the human capacity to go 
on…   
 
In the words of this doctor, we see a similar statement to that of Dr. Lindquist’s. 
Dr. Forster draws inspiration from witnessing the resilience of his patients and recognizes 
his agency “in the healing process.” Dr. Forster did not dwell on his emotions but moved 
to a discussion of his patients’ resiliency and his role in their lives. This is precisely what 
makes him an empathetic and resilient provider. 
 From another perspective, Dr. Forster’s resiliency is not only demonstrated in his 
words but also in his long-term commitment to this patient population. He has cared for 
refugee and asylee patients for over a decade and articulates that it is an honor and 
privilege to serve this patient population. Likewise, because this practitioner had such a 
strong emotional response, this, yet again, indicates that vicarious or secondary trauma 
may coexist with either vicarious or secondary resilience. Dr. Forster’s unsaid critical 
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incident, the bare silence and tears, tells a story of compassion, but also exhibits the 
“symptoms” of burnout and vicarious trauma in tandem with resiliency and deep loyalty 
to his patients.  
These said and unsaid "critical incidents" have molded each clinician’s 
disposition towards patients and his or her approach to care. My informants’ emotionally 
vested clinical experiences helped them to acquire knowledge, skills, motivation, 
attitudes, and sensitivity. All in all, my physician-informants mirror the resiliency of their 
patients and become advocates for those who flee their homeland to escape political 
violence, torture, persecution, and death.  
 
Conclusion  
Caring for refugees can have psychological and physiological repercussions for 
physicians. Extensive exposure to trauma narratives and vivid examples of human 
suffering can lead to burnout, vicarious trauma, or secondary traumatic stress.  
Nonetheless, emerging literature indicates that providers may be able to develop 
vicarious resilience by mirroring the resiliency of their patients. Provider resiliency has 
the potential to transition into social advocacy and altruism. Aligning with this growing 
theory, I argue that providers can develop “secondary resilience” after a single exposure 
to a critical incident, that evaluation of critical incidents is the link between vicarious 
trauma and vicarious and/or secondary resilience, and that vicarious and/or secondary 
resilience can coexist with vicarious or secondary traumatic stress.  
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Moreover, critical incident appraisal is especially important considering that 
vicarious trauma and secondary traumatic stress are understudied in refugee physician 
practices. It is vital to provide health care providers with spaces to acknowledge intense 
emotions born from critical incidents. Reconciliation of critical incidents may be 
instrumental for psychological conflict resolution and for the solidification of secondary 
resilience among providers who work in challenging areas. Further, the temporal 
difference between the development of secondary and vicarious resilience indicates that it 
would be healthier for clinicians to develop secondary resilience after one critical 
incident rather than vicarious resilience after multiple exposures.  
Needless to say, as the Affordable Care Act brings approximately 30 million 
previously uninsured U.S. residents into primary care and specialist care, case-loads as 
well as stress levels are sure to rise and we need to know from what sources physicians 
gain psychological and physical stamina, and more importantly, how policy makers and 
health care organizations can help physicians to work effectively, unencumbered by 
burnout, vicarious trauma or secondary traumatic stress. In addition, those physicians 
who work in the context of refugee/asylee care may need practice-based support systems, 
support-focused CME, and patient-population-specific, formal training in medical school 
or residency programs. To start, however, it may be wise to focus on the processing and 
transformation of trauma and stress, so that “secondary resilience” produces 
“unencumbered” physicians in the midst of traumatizing situations. In order to create the 
most effective preventive and interventional approaches to mitigate psychological strain 
at the individual and systemic levels, the effect of critical incidents on the transition from 
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vicarious/secondary stress to “secondary resilience” should be validated quantitatively 
across multiple medical sub-fields.  
Ultimately, although it may not be possible to eradicate the distress associated 
with caring for vulnerable populations, it may be mitigated through self-reflection, 
gaining satisfaction from small gains with patients, and focusing on the resilience of the 
people being served. Perhaps the two most important points that can be drawn from this 
chapter is that achieving Parsons’ “affective neutrality” or Osler’s “equanimity” is 
impossible in medical practice and that there should be no shame or stigma in 
experiencing burnout, vicarious trauma, or secondary traumatic stress. Without empathy 
and without compassion for people, medicine would be a voyeuristic practice engulfed in 
a personal pursuit of prestige, financial gain, and intellectual arrogance.   
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CHAPTER SIX 
 
"You do not know everything": Critical Incidents and the Formation of Sensitive 
Dispositional Variables in the Clinic 
 
"The highest point of knowing is not knowing. 
 Herein lies the paradox of learning from experience" 
     - Angela Brew, Unlearning Through Experience 
 
“The greatest enemy of knowledge is not ignorance; it is the illusion of 
knowledge.”  
-  Daniel J. Boorstin, The Discoverers: A History of 
Man's Search to Know His World and Himself 
 
“It is more important to know what sort of person has a disease than to know what sort 
of disease a person has.” 
   - Hippocrates 
 
 
Chapter Overview 
Drawing on qualitative data and relevant multidisciplinary literature, I argue that 
the evaluation of critical incidents plays a key role in providers' ability to develop, what I 
term, the “sensitive dispositional variables” necessary to effective clinical interactions 
with refugee patients. To support this argument, I draw on interview data and integrate 
Foucault’s concept of the medical gaze, Butler’s theory of recognition, and Kleinman’s 
explanatory models (Foucault 1994, 2003; Butler 2005; Kleinman 1980; Kleinman & 
Benson 2006).  
 
Introduction 
In the previous chapter, I argued that processing critical incidents at the individual 
or group level can reframe and reconstruct experiences from “negative” to “positive” or 
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from psychological trauma to vicarious or “secondary” resilience. However, not all 
critical incidents are negative. Critical incidents can be wide-ranging, and can reflect 
effective as well as ineffective practice.  
As delineated previously, a critical incident could be a physician’s prolonged or 
single exposure to tragic narratives or vivid physical signs of torture in refugee patients. 
Further, clinical critical incidents could also include breaches of confidentiality, 
nosocomial infections, a sudden patient death, a patient’s sadness, a surgical error, an 
incorrect prescription, or a doctor’s struggle to ensure a painless, dignified death for a 
chronically-ill patient. On the whole, critical incidents encourage physicians to reflect on 
how and why a critical incident occurred, to evaluate their practice, to identify behavioral 
and technical changes that may lead to improvements, and/or to resolve to do better next 
time.  
While I have discussed the role of critical incidents at the psychological level in 
the prior chapter, this chapter focuses on the function of critical incidents from a 
behavioral point of view. Drawing on interview data, I argue that the evaluation of 
critical incidents plays a key role in providers' ability to develop the “sensitive 
dispositional variables” necessary to effective clinical interactions with refugee patients. 
By sensitive dispositional variables, I mean the experientially learned, communicative 
behaviors that facilitate a physician’s attitude, perception, recognition, and attentiveness 
towards each refugee patient’s trauma history, psychological milieu, cultural background, 
immediate needs, and explanatory models of illness.  
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Specifically, by “sensitivity,” I am implying the physician’s awareness of the 
needs and emotions of patients. By “dispositional,” I suggest the behavioral and 
attitudinal valence of the physician during the clinical visit. In this sense, I posit that 
clinicians develop a particular “habitus” (a system of dispositions – ways of thought and 
practice) suited to a particular “social field” (refugee care) (Bourdieu 1977, 1980, 1987; 
Bourdieu & Wacquant 1992).   
By “variables,” I mean the logical set of modes, characteristics, or factors that are 
liable to vary or change on a case-by-case basis. These variables contribute to a 
clinician’s “sensitive disposition” towards a patient. When referring to a mode, I am 
referring to the primary definition of the word, that is, “a way or manner in which 
something occurs or is experienced, expressed, or done” (Google Dictionary 2015) The 
modes described in this study include clinical recognition, attentiveness, inquiry, and 
communication. Under each mode lie subcategories that describe a particular approach 
(e.g. active listening, avoiding generalizations, normalizing patients’ experiences, etc.). 
Furthermore, according to my informants, sensitive dispositional variables play an 
important function in building rapport, trust, and mutuality in the clinical interaction 
between a physician and a refugee patient. In this way, sensitive dispositional variables 
enhance the clinical visit, facilitate and inform the diagnosis and treatment processes, and 
prevent missed opportunities to gather clinically significant patient data.  
The conceptual framework around sensitive dispositional variables is drastically 
different from achieving “cultural competency.” As my informants accentuated, it is 
impossible to know everything about the cultural mores or life experiences of every 
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refugee patient, or any patient for that matter. For instance, Dr. Constance, an infectious 
diseases specialist, accentuates that “you don’t need to know everything about every 
culture – that would be impossible – but you have to show that you are interested in who 
the patient is, their background, where they come from, and how they think about things.” 
Essentially, Dr. Constance is implying that each patient is like every other patient, and 
like no other patient. With this in mind, achieving mastery of culture is futile and 
assuming that one can is both naïve and dangerous. The central point is that sensitive 
dispositional variables are practical behavioral tools that allow the clinician to 
communicate and understand a refugee patient’s experience in the most effective, 
culturally appropriate ways. In this sense, rather than assuming that one knows 
everything about the patient or his/her ethnic or migratory group, the clinician learns as 
he or she listens to refugee patients’ stories and conducts the H&Ps (History and Physical 
Examination). Physicians in this study indicated that they acquire the knowledge and 
skills necessary to approach and communicate with refugee patients on a case by case 
basis rather than relying purely on their technical skills or rigid cultural competence 
guidelines. 
In many ways, the development of sensitive dispositional variables changes the 
clinical landscape from clinical hegemony into humility, openness, and mutuality. As 
discussed in the Second chapter, the quality and the effectiveness of physician-patient 
interactions are complex and often hindered by dispositional, discursive, intellectual, 
cultural, socio-economic, and political barriers (Kleinman 1984; Mishler 1984;Fisher and 
Groce 1990; West and Frankel 1991). Nonetheless, all clinicians in this study accentuated 
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that the subjective experiences of refugee patients are crucial for diagnosis, treatment, 
and healing. Drawing from thousands of cases, clinicians provide critical incident 
evidence and recommendations that demonstrates the utility of the sensitive dispositional 
variables in effective clinical encounters.  
 
Sensitive Modes of Recognition  
 
The clinical encounter is a relationship between the self and the Other. The self is 
inherently relational, and emerges through an address to others. Within subjectively 
experienced interactions between physician and patient, recognition is a crucial 
framework through which such relationships are understood. 
In Giving an Account of Oneself (2005), Judith Butler positions the formation of 
the self in the context of ethics and ethical philosophy. For Butler, the self is not insular; 
it is connected to others. Our recognition of others defines the self, the "I" in us. However, 
the self experiences an opacity because the self's subjectivity is influenced by exteriority - 
the self is not its own and cannot be known in its totality. The self is relational and 
dependent on the Other.  
Butler suggests that our relationship to others creates the basis of our ethical 
responsibility and this leads to the creation of our most important ethical bonds. From 
this perspective, Butler states that "the question most central to recognition is a direct one, 
and it is addressed to the other: 'Who are you?' This question assumes that there is an 
Other before us whom we do not know and cannot fully apprehend" (Butler 2005:31). 
Before the turn of the eighteenth century, the question of - who are you? - was a common 
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clinical inquiry. However, with time, the dynamics of recognition changed.  
In relation to what Foucault termed the “medical gaze,” he observed that, over the 
course of the eighteenth century, the question physicians asked patients changed from 
"What is the matter with you?" to "Where does it hurt?" (Foucault 1994:21 - emphasis 
added). This transformation marked both a change in clinical reasoning and recognition. 
Despite this discursive and epistemological shift, qualitative evidence shows that 
modern physicians still ask, albeit implicitly, the "Who are you?", and "What is the 
matter with you?" questions in order to forge therapeutic relationships (Carpenter-Song 
2011). Asking such questions opens room for the acknowledgment "that the self and, by 
extension, the other cannot be fully known...[and] that uncertainty and opacity are 
repositioned as fundamental conditions of, rather than impediments to, the therapeutic 
process” (Carpenter-Song 2011:177).  
The process of recognition described by Butler and Foucault is an essential 
framework for theorizing effective therapeutic relationships between physicians and their 
refugee patients. Asking the question 'Who are you?' creates an ethical bearing and 
"humility and generosity" in regard to the Other (Butler 2005:42). This is what molds the 
therapeutic bond in positive physician-refugee-patient relationships: relationships where 
uncertainty is often present due to cultural differences.  
Likewise, the process of recognition that Butler describes alludes to a long-term 
learning and conversation within the relationship since one cannot realistically discern 
everything about the Other, the refugee patient. In other words, "the recognition is never 
complete, but instead exists on an ever-elusive horizon" (Carpenter-Song 2011:178). This 
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then involves asking the question and "continuing to ask it without any expectation of a 
full or final answer. The other to whom I pose this question will not be captured by any 
answer that might arrive to satisfy it. So if there is, in the question, a desire for 
recognition, this desire will be under an obligation to keep itself alive as desire and not to 
resolve itself" (Butler 2005: 23).  
Aligning with Butler’s concept of recognition, clinician informants in this study 
emphasized that the question “Who are you?,” in its rhetorical sense, is crucial during the 
clinical visit. Dr. Constance spoke at length about the significance of recognition in the 
clinical interaction: 
…you always have to consider the culture of the patient. First, you have to 
recognize your own biases and your own background, and what that brings to you 
as a physician and then you have to think about how that is similar or different 
from what your patient brings to the table, and I guess the most important thing is 
to exhibit an interest for where your patient comes from and whom he or she is... 
And I ask a lot of questions, I ask the patient, ‘How did you get your name? How 
do you name children in your country or your culture? I ask people about how do 
they think about something… like what is your understanding of health?’ Because 
this is really the only way you can learn.  People are very, very eager to tell you, 
most of the time. And doing this really builds trust in the interaction. 
Unfortunately, many physicians don’t know where to begin, they are so 
overwhelmed by this, and they have five minutes to make sense of the patient, and 
this could be totally overwhelming. 
 
The key points here that participants highlighted as key to their approaches to refugee 
care are what I term the sensitive modes of recognition. These include: 
1) knowing one’s biases 
2) considering the culture of the patient, and;  
3) showing a genuine interest in the “Other” by asking meaningful questions.  
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In the context of refugee care, these modes allow the physician to learn about who the 
patient is as a person, contribute to trust building, and enhance the clinical interaction. As 
Dr. Bradford states, 
There is a very famous quote, 'it is more important to know what sort of person 
has a disease than to know what sort of disease a person has', each person 
manifests their own disease, they manifest it in their own way, it is important to 
realize this and put it into practice…and one has to recognize that a good 
relationship is always a trust-based relationship, a fiduciary relationship, you 
have to win it, earn it...that should be your [a practitioner's] primary interest and  
no other agenda… 
 
As seen in these exemplar quotes, clinicians who care for refugees recognize that trust 
must be earned with refugee patients and that approaching the patient as a person, and not 
merely as a disease carrier, is fundamental to the physician/refugee-patient relationship.    
In another example, Dr. Bradford expounds upon another sensitive mode of 
recognition. He emphasizes that when caring for refugee patients a clinician should not 
base the interaction on generalizations and assumptions:  
…people that have been tortured and raped are much worse off 'in general'...'in 
general', but you can't make generalizations, each case is unique and special, 
each story is special and each case is different...you can't generalize...this is a 
very important thing to remember...you can't come in with an assumption about 
your particular patient because you have seen similar cases before, you have to 
let the patient teach you what their problems are.     
 
In addition to avoiding generalizations, Dr. Bradford recognizes that each patient is 
unique, sees that each story is special, and accentuates the importance of learning from 
the patient.  
Perhaps the most important aspect of Dr. Bradford’s recommendation is to avoid 
the so called “representativeness error.” In How Doctors Think (2007), Jerome Groopman 
defines this error as “thinking [that is] guided by a prototype, so you fail to consider 
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possibilities that contradict the prototype and thus attribute the symptoms to the wrong 
cause” (44). In this case, to assume that all refugee patients have the same experiences 
and health needs is to succumb to a cognitive fallacy. For this reason, Dr. Bradford 
recognizes the utility of approaching patients as teachers of their own bodies, rather than 
“prototypes” that fit into a generalized refugee identity.  
Based on what physicians described to me, these modes of recognition seem to 
develop after a clinician’s exposure to one or numerous critical incidents with patients. 
Specifically, if we recall the previous chapter, Dr. Bradford spoke about his critical 
incident with a Tibetan monk patient who was concerned about showing compassion to 
his torturer. From this particular incident, Dr. Bradford emphasized that he was deeply 
impacted and that his way of seeing patients changed. This change in “vision” allowed 
the clinician to see the patient as a person with a unique story, character, and value 
system. In this sense, this critical incident had both a psychological and an interpersonal 
effect on Dr. Bradford, while also subtly training him what to listen for, from refugee 
patients. From this exposure, the provider built his own resilience for future work and 
developed the sensitive dispositional variables, namely the sensitive modes of recognition, 
necessary for effective clinical interactions. He continues, 
the more you know, the less you know...you have to be careful not to set 
stereotypes...you cannot assume that because you have seen five Tibetan monks, 
that you can generalize about future monk patients… 
 
…practitioners must learn to understand...I ask my patients to help me understand 
rather than assume...it is OK not to know...we don't have to become 
tortured...imprisoned Americans to understand, we can ask the patient to tell 
us...to teach us. It's a matter of being sensitive and attentive. 
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From the above excerpts, Dr. Bradford’s comment runs directly counter to much of 
biomedical enculturation, which tends to say, “It is not OK not to know.” However, in 
this context, Dr. Bradford recognizes that one cannot possible know everything about the 
experiences of one’s patient. For Dr. Bradford, the key to an effective clinical interaction 
is seeing each patient as an individual, avoiding essentializing or stereotyping patients, 
making a conscious effort to understand the patient, and recognizing that there is always 
more to learn. As my informants argued, these sensitive modes of recognition are 
important for building rapport and trust with refugee patients.        
From the examples provided, it is clear that clinicians in this study focused on the 
person behind the patient. This point of recognition is starkly different from the 
Foucauldian medical gaze. In many ways, the physicians’ dispositions towards their 
refugee patients challenge the reductive, disease-focused approaches of biomedicine. 
Through their experience caring for refugees and torture survivors, these doctors 
recognize that the “Who are you?” question is just as clinically relevant as the “Where 
does it hurt?”  
The modes of recognition described allow providers to reconceptualize their 
approach to care by being extra sensitive to the patient’s stories, needs, and concerns. In 
addition to the delineated modes of recognition, another sensitive dispositional variable is 
clinical attentiveness. Sensitive modes of clinical attentiveness provide another valuable 
building block in a successful physician-refugee-patient interaction. Active listening and 
explanatory models are two crucial modes of clinical attentiveness.  
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Sensitive Modes of Clinical Attentiveness  
Active Listening  
Clinical and psychological evidence suggests that active listening is a requirement 
for any effective health care encounter (Fassaert et al. 2007; Munte & Klump 2008; 
Fitzgerald & Leudar 2010; Shannon 2014), a conclusion echoed by my participants. 
Multiple studies document the therapeutic properties and the general effectiveness of an 
understanding response (Truax & Mitchell 1971; Rogers 1995; Munte & Klump 2008; 
Fitzgerald & Leudar 2010). In essence, active listening is the conscious effort of a person 
to not only hear the words of the speaker but attempt to understand the totality of the 
message conveyed.  
Active listening is a useful clinical communication skill and may require extra 
time during the clinical visit. With this in mind, being a careful or an active listener may 
be increasingly difficult in modern medical practice. Administrative constraints (i.e. 
paperwork), tight schedules, defensive medicine, and large caseloads limit the amount of 
time health care practitioners can spend with each patient. According to Rhodes et al. 
(2001), time spent with patients averaged 11 minutes, with the patient speaking about 4 
minutes. Along similar lines, Marvel et al. (1999) study of twenty-nine family physician 
practices found that physicians redirected the patient after a mean of 23.1 seconds.  
Despite these numbers, nationally representative sample surveys evidenced that 
the time for doctor visits increased from 15 minutes or less (Schappert 1996) to an 
average of 20.8 minutes (National Ambulatory Medical Care Survey 2010). However, 
what is more important is not necessarily the amount of time spent with the patient, it is 
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the quality of the interaction and whether or not the patient felt heard. In this sense, active 
listening can improve the quality and the effectiveness of a clinical encounter. Through 
active listening, a clinician can demonstrate that he/she is genuinely interested in a 
refugee patient’s story, agenda, and concerns. More importantly, active listening has the 
potential to build trust, comfort the patient, show the patient that someone cares, and 
prevent missed opportunities to gather potentially important patient data.  
For clinicians in my study, active listening was the most important and recurring 
mode of clinical attentiveness. When I asked clinicians about what their recommendation 
would be for medical students or residents before entry into refugee care, nearly all 
physicians said careful listening, and making time for it. As Dr. Constance states, “even if 
you don’t have much time, make it happen…you have to take the time to understand 
where the patient is coming from.” In another example, Dr. Bernhardt, an OB/GYN 
provider, requested that her department allow her more time with her refugee/asylee 
patients,  
I'm just thankful for the department here, that they allowed me to slow down while 
I worked at the Center, because you can't just run into a room for seven and a 
half minutes to see a woman who is a torture survivor about to have a baby and 
accomplish anything that's healthy... so it's often really about just slowing down 
and listening...and for some of those women, I had five or six visits with them 
before I ever did an exam, and cases like these don't represent normal work-flow, 
but it was important and necessary for a lot of these women and it still is.  
 
Dr. Bernhardt recognized that caring for refugee patients is different from the 
“normal work-flow” and that more visit time is necessary to ensure an effective, high 
quality clinical interaction. Another important point is that Dr. Bernhardt had “five or six 
visits with [the patient] before [she] did an exam.” Additionally, in a bulleted list of 
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preparatory recommendations, the Center’s “Caring for Survivors” online course also 
confirmed that, depending upon the patient, it may take multiple appointments to 
complete a physical exam. With this in mind, such visits may be times when active 
listening is the most important. Showing a refugee patient that one is there for them and 
that one is listening may be the only reasons why a refugee patient returns to the same 
clinician. In the same vein, considering that many refugee patients have experienced 
torture, it may be especially important to have a relationship before intruding touch, 
which could trigger retraumatization.  
For Dr. Constance, active listening developed after critical incidents of hearing 
tragic stories and feeling unable to accomplish anything medically relevant. She states,  
…it’s often having a patient tell a tragic story and listening to that story and 
realizing that at the end of the visit you got nothing done [medically], but I 
learned that it’s fine because the patient looks more settled then when they first 
came in…I always make sure that I keep my eyes and ears open so that I learn 
from each patient and hear them out no matter how unsettling it can be...and I 
think that’s an important teaching point to trainees, if you haven’t done a CBC 
[complete blood count] that day, the world is not going to come to an end, but 
you might have just carefully listened and this built rapport with the patient…and 
this will pay off down the line and that would be more important for both you and 
the patient than doing a CBC that particular day. 
 
When I asked Dr. Constance about what is the most important factor(s) to be aware of 
when caring for a refugee, the clinician responded, 
Active listening…meaning listening in order to understand rather than listening to 
just reply. Patients often want you to hear their story, you must listen and listen  
carefully because the story is often filled with important information about the 
patient’s history and their existing health needs…this can be very hard 
emotionally and you may be pressed for time but by listening attentively what you 
are really doing is showing the interest and the respect for the patient before you.   
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For Dr. Constance, listening to a refugee story has clinical relevance. Although listening 
to tragic stories may be challenging both emotionally and time wise, this clinician does 
not negate the value of clinical listening. Similarly, the “Caring for Survivors” online 
course stresses that “careful listening” is necessary to establish a therapeutic alliance.  
Additionally, Dr. Bradford, the psychiatrist quoted earlier in this section, gives 
similar advice about the importance of active listening in the clinic, 
To listen…to actively listen. Not just listen, but to really listen. A lot of people 
think they listen, but they don’t listen. Acting judgmentally or assuming that you 
know everything may jeopardize good care. The patient must be in control…the 
provider must listen and listen carefully. The patient should feel that they are 
being heard. This takes patience, but it is very important to the interaction. 
 
A central point in the above statement is that the “patient should feel that they are being 
heard.” This is particularly important since, as he continued to explain, 
…you have to build trust [with refugee patients], because trust isn’t something 
that’s already there...they [refugee patients] have a story, perhaps a story unlike 
any Western patient, especially if they are a torture survivor…with such patients 
you must listen and be careful not to force anything… 
 
In addition to facilitating trust-building and understanding, active listening allows 
physicians to be extra perceptive of what a refugee patient means by his or her symptoms. 
In other words, attentiveness allows clinicians to interpret the input of the refugee patient. 
The interpretative process helps physicians to understand the culture-bound expressions 
of illness and assess how their patients speak about and understand personal health needs.  
 
Explanatory Models 
Kleinman has described the clinical encounter in terms of varying explanatory 
models of illness expressed by physicians and patients. Explanatory models are the 
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"...beliefs and expectations, norms and behavior, meaning of health and illness, and 
therapeutic activities and evaluation of outcomes embedded in a person's cognitive 
system and general culture patterning" (Kleinman 1980, cited in Lazarus 1988).  
In Kleinman's words, explanatory models are "the notions about an episode of 
sickness and it's treatment that are employed by all those engaged in the clinical process" 
(Kleinman 1980:105). However, the collision of explanatory models is not a static 
process because  
...in clinical transactions, practitioners commonly do not elicit the patient 
explanatory model but spontaneously transmit at least part of their explanatory 
model. While patients frequently do not impulsively disclose their own 
explanatory models, they may elicit the practitioner explanatory models. 
(Kleinman 1980:111).  
 
Hence, the clinical relationship is a dynamic process.  
Nonetheless, this dynamic social interaction is not without challenges. Refugee 
patients often have varying explanatory models of illness that may not be congruent with 
Western physicians' explanatory models (Ingleby 2005; Watters 2001; Handelman and 
Yeo 1996). Kleinman reiterates these potential explanatory model mismatches by 
delineating the "patient-doctor interactions [as] transactions between explanatory models, 
transactions often involving major discrepancies in cognitive content as well as 
therapeutic values, expectations, and goals" (Kleinman, Eisenberg, and Good 1978:254).  
With this in mind, both the refugee patient and the provider, "...construct different 
clinical realities, based on his or her particular cultural perception or explanatory model 
of health and illness" (Lazarus 1988). The cross-cultural and inter-cultural variability of 
explanatory models is also influenced by socio-economic and ethnic differences, 
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complicating the patients' and providers' understandings within the clinical encounter and 
affecting patient compliance to treatment (Kleinman, Eisenberg, and Good 1978; 
Kleinman 1980). Again, this grounds the patient-provider alliance as a social interaction 
that relies heavily on mutual understanding, trust, and effective communication. 
Many of my physician informants mimicked Kleinmans’ explanatory model 
approach. Each informant spoke about ways they strive to elicit and interpret refugee 
patients' explanatory models in order to build trust and rapport. The ability to listen to 
and to learn from patients is frequently located in a physician’s personal interest and 
desire to allow the refugee/asylee patient to speak their mind and to tell their story. In 
other words, the patient-centered approach hinges on clinicians’ willingness to take 
patients’ explanatory models and narratives seriously. As Dr. Constance explains in 
length, this means prioritizing the patient’s needs and concerns over one’s own and/or 
finding the right balance between the two:  
The challenge is that you have your own agenda that you have in your mind as a 
physician you are supposed to do X, Y, & Z with a patient of this age and gender. 
The patient has an agenda as well, and his or her agenda can be completely 
different from yours. The trick is how do you focus on the patient’s agenda and 
help the patient understand and address items on his/her own agenda and at the 
same time accomplish some of the things on yours, especially if you have a limited 
amount of time. This is the biggest challenge we often have and there is no 
singular solution…but you have to make sure that you address, if you can, at least 
one of the chief concerns of the patient. In other words, don’t put those aside for 
your own agenda, although at times this may be very difficult because the patient 
may give you a long list and you need to be able to prioritize that list yet reassure 
the patient that you are going to stick with them while you are working through 
that list…  
 
So be flexible, listen, and make sure you take care of the patient’s agenda. It’s 
more a matter of making sure that the patient understands that you are 
prioritizing them. You can tell them that you have an agenda, but as long as they 
know that their agenda is at the top of your agenda than their OK. They know that 
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you have things that you want to do, they just don’t want you to lose track of what 
they want… so I always tell residents and other doctors that over time, you will 
get the chance to know your patients, and it’s a rapport-building process which is 
way more important than checking items off of your checklist, because if they 
don’t come back to you to get those items checked off, then you haven’t 
accomplished much medically.   
 
By prioritizing the patient’s agenda and articulating the challenge of doing so, this 
clinician invites a reconceptualization of what counts as “medically relevant.” The key 
takeaway here is that providers must focus at least on some of the patient’s priorities in 
order to build rapport and trust.  
Furthermore, drawing on his critical incidents addressing patients’ heartache and 
sadness, Dr. Bradford expounds upon the value of being attentive to the culture and the 
explanatory illness models of the patient. 
There are always culturally-specific responses to illness or traumatic events... or 
culture-bound syndromes. For example, Tibetan monks, dealing with symptoms 
like heartache, sadness... longing for their homeland, would be diagnosed with 
srog-rLung [life-wind imbalance that can lead to mental illness] by traditional, 
Tibetan medicine. Here, we [Western doctors] would categorize this as a form of 
depression or PTSD. So it is important to understand and interpret the cultural 
presentation of each patient. A survivor's...a refugee's experience and expression 
of problems may be culturally-specific...you [doctors] have to be attentive to 
this...I would say that culture…values…beliefs are all important to all aspects of 
care...  
 
Similar to Dr. Bradford above, Dr. Bernhardt experienced a critical incident with a 
Somali woman who, after three C-sections, decided to have a natural birth. 
I remember having a Somali patient who had three kids under me through C-
sections... I've been seeing her for five years...and she was nearing to having her 
fourth child and she wanted a 'normal' delivery because that's what she wanted, it 
was part of her culture, and she wouldn't have to recover as much 
afterwards...and she really wanted to try to give birth through vaginal delivery, 
and as you probably know, this is totally against any medical recommendations in 
this country, to even try that...and she had me calling her at all hours to try to get 
her in to schedule her C-section and she just kept saying to me 'It's OK' and 
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[whispering] she had a 'natural' delivery...and that scared the crap out of 
everybody that she did it...and there are multiple cases like this, it happens like 
month after month...so really we can just suggest and it's really up to the 
patient...and one has to not think that just because the patient does not agree with 
Western medicine that they are wrong...there is more than one 
right...[whispering] and that is exactly something they do not teach in medical 
school.      
 
Through this critical incident, Dr. Bernhardt learned that her patient’s explanatory model 
of childbirth drastically differed from the biomedical protocols taught in Western medical 
schools. However, the successful natural delivery showed Dr. Bernhardt that “there is 
more than one right” and that just because a patient’s explanatory model is not congruent 
with a physician’s, it does not mean the patient is wrong. The same clinician continues, 
Probably the number one thing is to understand that your training is only the 
beginning of your education. That's the basis and now you have to learn how to 
use that technical knowledge to help people where they are. So all of this testing 
may not be useful for the patient at all if they don't have food, if they don't have a 
safe place to stay, they are not going to take things like diabetes medication and 
all these things, if they are not sleeping because they have nightmares about what 
happened to them in the past, so none of this other stuff is going to matter to 
them... and the other thing is with obstetrics, we are so riddled with these 
protocols and making sure that we do the surveillance and the safety of the baby 
and when you should be induced and when you should be delivered and all of 
these things...you have to use them as a framework because with the Somali 
patients it was amazing, it was like my opinion was kind of 'important' but the 
mom – what the mother said about how the baby should come – was probably 
right 90% of the time and maybe I wasn't...and that's a hard place to get to...you 
have to realize that you do not know everything... 
 
Dr. Bernhardt’s realization that her training in medicine is the “framework” and 
“the beginning of [her] education” stemmed from the critical incident she described in the 
previous quoted passage. The incidents that followed showed Dr. Bradford “that she did 
not know everything” and that there is more to learn from patients. Additionally, the mere 
fact that Dr. Berhnhardt chose to acknowledge the limitations of her knowledge depicts 
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both her maturity and humility as a provider. The clinician’s attentiveness to the 
explanatory models of her Somali patients expanded her understanding of “non-
traditional” birthing practices and allowed her to reflect on her own knowledge base.  
In another pertinent example, Dr. Constance, the same infectious diseases 
specialist quoted earlier, recalls a critical incident she had with a Bosnian refugee. 
One time I had this Bosnian refugee who complained of a sore throat…I told him 
that eating something cold, like a popsicle would help…from that moment I lost 
my credibility with this patient...see, in U.S. culture, when someone has a sore 
throat you would suggest to eat a popsicle or something cool because our 
perception is that it’s soothing, but in the Bosnian culture this would be regarded 
as an absolutely insane idea since ‘cold’ is the perceived cause of being 
sick…and it took one of the interpreters to tell me, ‘Stop telling that to your 
patients, because you lose credibility when you recommend that!’ 
 
For Dr. Constance, such a clinical encounter and a few words from a culturally-aware 
interpreter served as a good reminder that not all patients share the same humoral 
explanatory models of symptom presentation and courses of treatment.  
From the provided critical incident examples, it is evident that each physician 
recognized that the patient’s expression of illness and understanding of treatment and 
medical protocols differed from the general biomedical practices and repertoire of signs 
and symptoms. Nonetheless, each clinician saw that the patients’ explanatory models 
were valid and legitimate. The interpretive and translational process came from the 
clinicians’ realization that refugee patients harnessed a different vocabulary and 
conceptualization of both illness and its treatment. The critical incidents of being 
uncertain or not fully aware of how to help or how to reach a mutual agreement with a 
patient prompted clinicians to reevaluate their knowledge base and incorporate patients’ 
explanatory models into their practices. In this way, these clinicians became more aware 
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of their patients’ priorities and acquired the communicative skills necessary to assess and 
address their patient’s health needs.  
 
Sensitive Modes of Clinical Communication 
Another important sensitive dispositional variable is the way that clinicians 
communicate with refugee patients. As discussed in the background chapter, a positive 
patient-physician relationship hinges on effective communication. Evidence indicates that 
good clinical communication is linked to patients’ satisfaction, adherence to treatment 
regimens, and health outcomes. (Betancourt, Carrillo, Green 1999; Barrier, Li, & Jensen 
2003; Bradley 2002; Stewart et al. 1999). Furthermore, research findings suggest that 
social and cultural difference between patients and providers can impact communication 
and clinical decision-making (Eisenberg 1979; Betancourt, Carrillo, & Green 1999; 
Wachtler, Brorsson &Troein 2006; Bradley 2002). Commonly, patients present different 
understandings and beliefs regarding health and illness based on their cultural 
background. How providers communicate with and learn to understand their patients is 
integral to a positive therapeutic alliance (Manassis 1986; Ingleby 2005). 
A common theme in my informants' discourse concerns, what I call, the "sensitive 
modes of clinical communication." These modes include making patient experiences 
relatable to other cases, regularizing/normalizing patient experiences, clarifying 
uncertainties, explaining treatment, adjusting one’s voice and body language to match the 
patient’s demeanor, and asking questions indirectly. As my physician-informants suggest, 
good communication is a prerequisite to effective physician-refugee-patient relationships 
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and a necessary tool for trust-building. Here is an eloquent example of how Dr. 
Constance approaches and communicates with her refugee patients: 
I think your approach is different with a lot of different groups of patients. For 
example, we had a number of refugees, usually young women from Uganda, and 
my approach to them would be to kind of shrink down in my chair, become small, 
and speak in a very soft, slow voice. These women, I noticed, were often very 
articulate, but quite shy and soft-spoken, so I would speak more softly, more 
slowly and be as unintimidating as I possibly could and give them plenty of time 
to respond.  Whereas with a large Somali family that’s exuberant, I think you can 
joke around a little more and tell stories… 
 
What is important here is that sensitive communication is not a mere verbal exchange, 
but also a body language that mimics the character traits of individual patients. By 
“shrinking,” becoming “small,” and speaking in a “very soft, slow voice” this clinician 
uses her own embodiment as a clinical instrument to form concordance between herself 
and her patients. Likewise, through a bulleted clinical interview model, the “Caring for 
Survivors” online course recommends that making “eye contact” is important to show 
patients that they are the center of one’s attention.  
Further, despite Dr. Constance’s twenty-year experience caring for refugee 
patients and knowing how to approach and communicate with various refugee groups, 
she still finds it valuable to ask patients questions about their cultural backgrounds. Doing 
so, as she states, “opens doors” during the clinical interaction:    
…what I find the hardest is when I don’t know something about somebody else’s 
country or culture, often I will say something like ‘You may have to help me since 
I don’t know much about your country and where you came from, except what I 
read in the newspaper and I would like to learn more.’ And then some patients 
really like it, even if you mention something you read in the newspaper…you can 
often see this in peoples’ eyes, they light up…and this can really open the door 
during the clinical visit. I really try to do anything that I can to create a 
connection with my patients, even if it means saying that ‘you are going to have to 
help me, because I don’t know very much about you.’ 
	   141 
As stated, Dr. Constance recognizes that showing interest in the patient “creates 
connections” that would otherwise be absent or harder to make if the clinician dismissed 
the value of learning about a refugee patient’s culture. In similar fashion, Dr. Bernhardt 
accentuates the importance of good communication when caring for refugee patients: 
…it's all in the communication...it involves mutual listening and coming to some 
sort of agreement, you can't really force anything, you offer it, and hope that the 
patient takes your recommendation seriously. But for me, it has always been 
about mutual decision-making... this causes worry, even frustration, but you learn 
to understand that refugee patients may have a different culture, they may have a 
tragic story, that they may not trust you at first... really they may be very different 
from Western, white/middleclass patients...I think you become more sensitive to 
these differences as you work with these patients...it's a matter of being 
welcoming to unique patient perspectives rather than resistive... but like I said 
before, it comes down to good communication, you have to clarify and take the 
time to explain things as well...you know, there is a story going around...there was 
a couple that came for OB/GYN care, it was very simple, they wanted a 
prescription for some birth control pills, a couple of months later she was 
pregnant and the husband was very angry, he said, 'I don't understand! How 
could this be!?  I've been taking the pills every day!' … so you see this whole 
incident occurred because of simple miscommunication. 
 
For Dr. Bernhard, good communication is linked with mutual decision-making. This 
OB/GYN physician understands that refugee patients may have a unique 
conceptualization of health and childbirth and makes a conscious effort to clarify 
uncertainties and explain her medical recommendations.  
For some clinicians, their modes of clinical communication changed after a 
critical incident. Here is another example from Dr. Bernhardt, 
… more often in the U.S, there're some women who say that they are done with 
having kids after two to three kids, 'tie my tubes, I'm done' and when I presented 
that to a Somali men’s group, the elders in the group said, 'Contraception? 
Having their tubes tied? That would be like cutting a guy's scrotum!' And I was 
just like, 'Oh my god!' If I say that to someone they will be really offended about 
that just because it's such a different perspective... really this is when it dawned 
on me just how limited our training is about other cultures.  
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In this case, a critical incident spurred by the shocked response of a Somali men’s group 
served as a pivotal learning experience for Dr. Bernhardt. Here, she reflects on how she 
changed her mode of communication with her refugee patients:   
…I think I have sort of developed an idea of how U.S.-born women are going to 
respond to particular questions and so I may phrase a question differently for 
someone who is an immigrant or a refugee. So for instance, birth 
control...contraceptives is perceived as something very different and a touchy 
subject in many cultures, so you have to ask that gently...'Are you maybe thinking 
about spacing out your pregnancies?' rather than...'Would you or do you want to 
prevent pregnancy?' So U.S.-born women may be more direct and may request 'I 
want all to stop, tie my tubes, do a hysterectomy and so on' While such topics 
have so many complicated meanings in cultures outside of the U.S. So, 'do I omit 
those kinds of questions based on culture? No', but it's just the way that I couch 
them is different because I still have to offer all that we can offer, but I do it kind 
of softly. I would say. 'These are the things someone may choose...here are 
possible options' … but ultimately it's the patient that makes the choice...         
 
One of the most important points this clinician makes is that she phrases her 
recommendations “softly” and “couches” them as propositions and allows a refugee 
patient to make the choice. Another crucial point is that Dr. Bernhardt makes her 
recommendation relatable to other cases by stating that “these are the things someone 
may choose.” This is important in refugee care as patients may avoid divulging certain 
health concerns for fear of stigmatization. By making the courses of action/treatment 
relatable, this clinician normalizes the options for the patient. In turn, this may facilitate 
better understanding between physician and patient and improve the patient’s adherence 
to prescribed treatment.    
Along similar lines, good communication also involves asking clinical questions 
(often related to the patient’s history of torture) in the most appropriate way. For Dr. 
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Bradford, this means “regularizing” clinical questions and being sensitive to the patients’ 
history. He speaks about his approach at length, 
…I have some understanding that each person is different and that each person is 
unique and I should not assume that I know everything... but I do have some 
sensibility and sensitivity to problems that my patients may have…you have to 
learn from the patient in order to understanding their problems...but you have to 
be careful not to push, you have to wait, be patient and let the patient tell his or 
her story. Also, a lot of my patients think that they are going crazy, they have 
flashbacks, are hyper-vigilant, can't sleep, so just by telling them that many 
patients that I see suffer from sleeplessness, suffer from sadness...suffer from the 
nightmares...suffer from hypervigilance, people who are always on guard... 
people who hear a siren and suddenly flashback...so just by telling them these 
things, they begin to trust you and see that you have some form of understanding 
of the problems that they and others are suffering from… 
 
So often times I'd say, 'These people that I have seen, have experienced this and 
this, I wonder if this is something you have experienced.' This regularizes it [their 
experiences], making it easier for them to cope and talk about it. For instance, if 
a Tibetan patient comes to me and tells me that he is experiencing flashbacks and 
is unable to meditate, I will tell him that I have seen similar complaints in other 
Tibetan patients...to give him some form of confidence and build trust...So many 
people that come from Uganda experience serious trauma and some were raped, I 
know this from reading and from prior experience seeing these patients, when I 
see Ugandan refugees/asylees I keep this in mind and I ask them if this is 
something they have experienced...you really don't want to ask somebody directly, 
'Were you raped?'...you want to put this into context, to regularize, to say that 
someone may have had a relatable or similar experience as you [the 
patient]...this is a very important teaching point. 
 
In the same vein, Crosby (2013) accentuates that when obtaining a migration and 
trauma history from a refugee patient “an inquiry should be made about personal or 
family involvement in dangerous situations...To [a patient], I would say ‘I know many 
people from Somalia whose families were hurt or killed in the war; did anything like that 
ever happen to you or your family?’” (522). Just like my physician informants, Crosby 
positions her question in relation to the context from which the patient came. This is 
crucial because this shows the patient that he/she is not alone and that other people, from 
	   144 
his/her country, had similar experiences. In this way, the clinician also shows his/her 
knowledge of a patient’s culture and demonstrates clinical experience caring for patients 
from a particular country. In turn, the refugee patient may be more trusting of the 
physician and is likely to take the doctor’s recommendations seriously. As Dr. Patterson, 
a psychiatrist and co-founder of the Center, adds,  
…you have to become a global citizen…you have to know from where your 
refugee/asylee patients are coming from…you have to be interested… without this 
knowledge you will be discombobulated and taking your patient’s health concerns 
out of context would both be disrespectful and a disservice to the patient.  
 
Often, the way clinicians communicated with their patients made the difference in 
whether or not a patient returned for follow-ups or whether or not members of the refugee 
community trusted the caregiver enough to recommend their acquaintances to the same 
provider. Dr. Bernhard describes this “word-of-mouth” referral process,  
…as I was starting my clinic it moved very slowly because there was a lot of 
mistrust, mistrust in doctors in general, and as friends told friends in the 
community...people began to come in and say, ‘I know I can trust you because this 
is who [saying a friend's name] told me that.’ So most of the first visits were just 
like that, patients would come and tell me who referred them to me, and then from 
then on our relationship would get stronger and more and more people started 
coming. And interestingly, a good number of my patients would come to me 
because they've gotten care elsewhere and were told that 'this is the only option 
[or course treatment]' and came to my clinic because they heard that we were 
more open-minded and could be trusted…      
 
The discussed sensitive modes of clinical communication are important for 
effective physician-patient interactions. All providers in this study saw good 
communication as the key to winning their patient’s trust and identifying the patient’s 
health needs. It is through the sensitive modes of communication that clinician establish 
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rapport with refugee patients, foster mutuality in the clinical encounter, and increase their 
own knowledge base about culture-bound interpretations of health and healing.  
 
Conclusion 
 
Throughout this chapter, I have argued that effective clinical relationships depend 
on providers' development of sensitive dispositional variables, or simply put, sensitive 
relational practices to interacting with refugee patients. These variables develop during 
and/or after a provider experiences a single or multiple critical incident(s). The variables I 
described include sensitive modes of clinical recognition, attentiveness, inquiry, and 
communication. According to my physician-informants, these variables enhance the 
quality and effectiveness of the clinical visit and allow the provider to extract and assess 
patient information that could have otherwise been missed.  
What is key in this argument is not whether the evaluation of a critical incident 
occurs on a conscious or subconscious level, but that critical incidents serve as pivotal 
learning experiences through which clinicians gain the knowledge, skills, and attitudes 
necessary to provide high quality care. In other words, I posit that critical incidents 
influence dispositional change and facilitate the professional development of providers.  
Perhaps the most fundamental dispositional change is the change in clinical 
recognition. Without a change in “seeing” the self (the physician) as having an important 
role in fostering a good therapeutic relationship with the Other (the patient), all other 
sensitive dispositional variables would be meaningless. Recognition controls how a 
provider “gazes” upon, understands, and interacts with a refugee patient.   
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Paralleling Butler and Foucault, Holmes et al. (2011) argue that "the study of the 
production of clinical subjectivity through the process of biomedical training is especially 
important today, given the self-consciously multicultural and global nature of 
contemporary clinical training" (110). Particularly, Holmes et al. emphasize the 
coproduction of the "outward and inward [clinical] gazes," a kind of co- recognition of 
the self (physician) and the Other (patient) (108). My own work aligns strongly with 
these theories. If we look a little deeper, one of the most fundamental takeaways from my 
informants’ input is that a good physician-patient relationship is something socially and 
culturally produced. It involves a two-party exchange of trust and empathy that goes 
beyond cultural boundaries. In this sense, the clinical relationship is not inherent, it is 
cultivated.  
These essential theories of recognition and clinical subjectivities resonate 
powerfully with some of the core themes articulated by my informants. Based on the 
input of my physician interviewees, they are explicit about recognizing that "one does not 
know everything, and that it is OK not to know...you must acknowledge this," that "there 
is more than one right," that "listening to the patient's story is necessary to learn about the 
patient,” that "patients can teach you a lot ," and that one should "...not assume, you must 
learn to see who is before you and what they are trying to tell you...," and that one must 
"listen...really listen."  
In reality, there is always an ambiguity about a conclusive, standardized 
framework for approaching every refugee/immigrant patient. As stated in Barnett's and 
Walker's volume, Immigrant Medicine, establishing standardized guidelines for screening 
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immigrant groups/refugees is a constant challenge, and more research is needed. My 
informants acknowledge this, and are articulate about staying attentive, sensitive, open-
minded, and patient when caring for refugees/asylum-seekers. They have a clear, humble 
realization that they, being highly educated and experienced professionals, still do “not 
know everything” and that caring for refugees requires flexibility, patience, trust-building, 
time commitments, and sensitive interpersonal and clinical communication skills. In 
essence, working with refugees is a malleable, mutual process as opposed to a static 
standard. Good clinical relationships are not innate, they must be built – and the 
development of sensitive dispositional variables will ensure that the building process 
succeeds.  
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CHAPTER SEVEN 
CONCLUSIONS & RECOMMENDATIONS 
The purpose of this study was to investigate what experiential factors contribute 
to effective therapeutic relationships in refugee care. Multidisciplinary literature and 
interviews with clinicians, across four specialties, suggest that the establishment of a 
good physician-patient relationship is vital to the delivery of equal, quality care and 
fundamental to healing.  
Over the last decade, the clinical encounter has become a quality measure. 
Consequently, the physician-patient relationship may be an ideal locus to seek 
improvements because it directly impacts the diagnostic, treatment, and healing processes. 
This study’s findings suggest that the basis of a successful physician-refugee-patient 
relationship hinges on three levels: the practice-based, the psychological, and the 
behavioral.  
At the practice-based level, I maintain that providers’ attention to the immediate 
needs and socio-cultural realities of refugee patients is crucial for holistic assessment and 
meaningful intervention. Next, at the psychological level, I assert that qualities such as 
empathy and resilience are critical to effective clinical interactions in refugee care. 
Finally, at the behavioral level, I posit that a clinician’s disposition or attitudinal valence 
towards a refugee patient often influences the quality and potency of the clinical 
relationship. 
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The Practice-Based Level: Attention to Immediate Needs and Socio-Cultural 
Realities of Patients  
In chapter one, I drew on interview data and multidisciplinary mental health 
literature to argue that effective clinical interactions with refugee/asylee patients depend 
on providers’ attentiveness to the social determinants and cultural interpretations of 
health. Although researchers and clinicians tend to medicalize natural responses to 
trauma and conflate discourses of suffering with psychopathology, my informants 
challenge the effectiveness of such practices and argue that singular, symptom-driven 
approaches to care may undermine both the clinical relationship and the therapeutic 
process.  
To translate this recognition into practice, it would be judicious for clinicians to 
realign the focus of clinical inquiries to elicit refugees’ practical and immediate needs. 
Contemporary clinical realities signify that assessment of refugee experiences should 
“center on practical problems and direct attention to function-focused and problem-
focused coping styles… rather than [only] the emotion-focus (Summerfield 2005: 111). 
To step beyond psychopathology and identify actual refugee concerns, the provider must 
ask different questions. Questions such as “How are you doing?” and “What do you need 
to do?” should preface “How are you feeling?” (111). In order to accomplish this, I 
recommend a reframed version of Kleinman’s explanatory model approach. 
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Table 2. Triadic Explanatory Model 
Function-Focused  Problem-Focused Emotion-Focused 
How are you doing? 
 
 
What do you need to do 
about your present 
concerns? 
 
What are your existing 
needs and what should 
be done about them? 
 
How can I/we help you 
bolster your situation? 
What do you call this 
problem? 
 
What do you believe is 
the cause of this 
problem? 
 
What course do you 
expect it to take? How 
serious is it? 
 
What do you think this 
problem does inside 
your body? 
How do you feel? 
 
 
How does this problem 
affect your body/mind? 
 
 
What do you most fear 
about this condition? 
 
 
What do you fear most 
about the treatment? 
 
Frequently, refugee health concerns and immediate social needs are intertwined; 
identifying one social concern can identify a medical one and vice versa. The three-tiered 
approach outlined above could be a useful assessment tool to identify the “chief 
complaint” of a refugee patient. Refugees "know that they will stand or fall by what they 
do in and about [their social] world" (Summerfield 2004; 10). Therefore, as delineated 
above, "for them the key questions [may] not [be "where do I hurt?", or "what do I call 
this problem?", or] 'how am I feeling?' but 'what can I do to bolster my situation?'" 
(Summerfield 2004:10). Unfortunately, if distress is perpetually relocated from the 
"social arena to the clinical arena" there is little promise that mutual clinical 
understanding, patient satisfaction, and healing will occur (Summerfield 2004). The 
proposed model is important because it allows for a multidimensional assessment and, as 
a result, facilitates a more holistic diagnosis.  
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The Psychological Level: Empathy & Secondary Resilience 
In the second chapter, I argued that caring for refugees can have psychological 
and physiological repercussions. Exposure to trauma narratives and vivid examples of 
human suffering can undermine physicians’ ability to maintain emotional neutrality and 
can lead to burnout, vicarious trauma, or secondary traumatic stress.  
However, emerging literature indicates that providers may be able to develop 
vicarious resilience by mirroring the resiliency of their patients. Provider resiliency has 
the potential to transition into social advocacy. Aligning with this growing theory, I have 
argued that providers can develop 
“secondary resilience” after a single 
exposure to a critical incident, that 
critical incident(s) appraisal is the 
link between vicarious trauma and 
secondary or vicarious resilience, 
and, as signified by the dotted box 
housing the lower box and the two 
resilience boxes, that secondary or 
vicarious resilience can coexist with 
vicarious trauma or secondary 
traumatic stress and their related 
synonyms. The following flowchart 
depicts these processes.  Table 3. Formation of Secondary Resilience  
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 Moreover, critical incident appraisal is especially important considering that 
vicarious trauma and secondary traumatic stress is understudied in refugee physician 
practices. Reconciliation of critical incidents may be instrumental for psychological 
conflict resolution and for the solidification of vicarious or secondary resilience among 
providers who work in challenging areas. Although there is an abundance of literature on 
the utility of critical incidents in medical education, this literature does not provide 
explicit models for critical incident assessment. One way to reconcile critical incidents is 
through self-reflective or group discussion questionnaires. The questions shown in the 
table below may be useful for effective critical incident appraisal. 
Table 4.  Critical Incident Appraisal Questionnaire 
Critical Incident Appraisal 
What happened and why? 
How did the incident impact you? 
What did you learn from the incident? 
What gives you strength to move forward? 
What courses of action do you feel most benefit you after the incident? 
Has your approach to care changed since the incident? If so, in what ways? 
What is your perception of yourself after the incident? Of the patient? 
Should or how can colleagues support you in the future if similar incidents occur? 
 
Furthermore, as the Affordable Care Act brings approximately 30 million 
previously uninsured U.S. residents into publicly funded health systems, case-loads as 
well as stress levels are sure to rise and we need to know from what sources physicians 
gain psychological and physical stamina. This knowledge may prove pivotal in how 
policy makers and healthcare organizations help physicians to work effectively, 
unencumbered by burnout, vicarious trauma or secondary traumatic stress. In addition, 
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those physicians who work in the context of refugee/asylee care may need practice-based 
support systems, support-focused CME, and patient-population-specific training in 
medical school or residency programs. To start, however, it may be wise to focus on the 
processing and transformation of trauma and stress, so that “secondary resilience” 
produces “unencumbered” physicians in the midst of traumatizing situations.  
In order to create the most effective preventive and interventional approaches to 
mitigate psychological strain at the individual and systemic levels, the proposed 
questionnaire and the effect of critical incidents on the transition from 
vicarious/secondary stress to “secondary” or vicarious resilience should be validated 
quantitatively across multiple medical sub-fields.  
Ultimately, although it may not be possible to eradicate the distress associated 
with caring for vulnerable populations, it may be mitigated through self-reflection, 
gaining satisfaction from small gains with patients, and focusing on the resilience of the 
people being served.  
 
The Behavioral Level: Sensitive Dispositional Variables 
Throughout the third chapter, I argued that effective clinical relationships depend 
on providers' development of sensitive dispositional variables. These variables develop 
during and/or after a provider experiences a single or multiple critical incident(s). The 
variables I described include clinical recognition, attentiveness, inquiry, and 
communication. Within each overarching variable are sub-categorical modes, or specific 
approaches that clinicians integrate into practice. According to my physician-informants, 
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these variables enhance the quality and effectiveness of the clinical visit and allow the 
provider to extract and assess patient information that could have otherwise been missed. 
Below is a summary outline of the core variables and their modes. 
Table 5.  Sensitive Disposition Variables & Sensitive Modes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Additionally, what is key in my argument is not whether the evaluation of a 
critical incident occurs on a conscious or subconscious level but that critical incidents 
serve as pivotal learning experiences through which clinicians gain the knowledge, skills, 
and attitudes necessary to provide high quality care. In other words, I posit that it is the 
shock-value of critical incidents that influences dispositional change and facilitates the 
professional development of providers.  
Sensitive Dispositional Variables  
 
Sensitive Modes of Recognition - 
a. Knowing one’s biases 
b. Considering the culture of the patient 
c. Seeing the patient as a person  
d. Avoiding generalizations, stereotyping, & 
assumptions  
    
Sensitive Modes of Clinical Attentiveness - 
 a. Active listening  
b. Creating time 
c. Building trust 
d. Explanatory Models 
 
Sensitive Modes of Clinical Communication -   
 a. Normalizing patients' experiences 
 b. Asking questions indirectly, creating "relatability"  
 c. Inquiring about patients’ immediate needs  
 d. Learning from patients 
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Perhaps the most fundamental dispositional change is the change in clinical 
recognition. Without a change in “seeing” the self (the physician) as the foundation of a 
therapeutic relationship with the Other (the patient), all other sensitive dispositional 
variables would be meaningless. Recognition controls how a provider “gazes” upon, 
understands, and interacts with a refugee patient.   
If we look a little deeper, one of the most fundamental takeaways from my 
informants’ input is that a good-physician patient relationship is something socio-
culturally co-produced. It involves a two-party exchange of trust and empathy that goes 
beyond cultural boundaries. In this sense, the clinical relationship is not inherent, it is 
cultivated. My informants acknowledge this, and are articulate about staying attentive, 
sensitive, open-minded, and patient when caring for refugees/asylum-seekers. They have 
a clear, humble realization that they, being highly educated and experienced professionals, 
still do “not know everything” and that caring for refugees requires flexibility, patience, 
trust-building, time commitments, and sensitive interpersonal and clinical communication 
skills. In essence, working with refugees is a malleable, mutual process as opposed to a 
static standard. Good clinical relationships are not innate; they must be built through 
ongoing practice.  	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System, Raleigh, NC (2005 – Present) 
- UMW Health Clinic, University of Mary Washington, Fredericksburg, VA 
 (2009 –2013) 
- Preventive Health Screening Service, Life-Line Screening Inc., Raleigh, NC 
 (2006) 
Coordinator/Teacher, PAN International Healthcare Education Program, Raleigh, NC 
(2006–Present) 
Counselor/Teacher, Russian Ministries of Mt. Vernon Baptist Church, Raleigh, NC (2003 
– Present) 
Counselor Assistant, A.E. Finley YMCA, Raleigh, NC (2005) 
Volunteer Service for Children with Disabilities, Special Olympics of Wake County, 
Raleigh, NC (2005 – 2009) 
RESEARCH AND TEACHING EXPERIENCE 
Designed and facilitated a lecture seminar on “An Activist Reassessment of Health and 
Human Rights,” University of Mary Washington, Fredericksburg, VA (2012) 
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Created and presented CME Seminar for Healthcare Providers on “The History of 
Epidemiology and Hand Hygiene in the Clinic,” Duke University Health System, 
Duke Raleigh Hospital, Raleigh, NC (2007–2009) 
Develop and teach health education curriculum for children “Preserving A Nation,” Duke 
Raleigh Hospital, Mount Vernon Baptist Church, Raleigh, NC (2005–Present) 
Facilitate “Health Through the Bible” seminar for Russian children, Russian Ministries of 
Mt. Vernon, Raleigh, NC (2005–Present) 
PRESENTATIONS AND PUBLICATIONS  
 “Disparities in Modern Healthcare: The Implications of Cultural Competence Policy” - 
presented at the UMW Student Showcase and the Scholarship Donor Committee 
Meeting, UMW, Fredericksburg, VA (2012) 
"Virtual Church: A Case Study of Religious Virtual Space Online" - presented at the 
Annual Southern Anthropological Society Conference, Richmond, VA (2011) 
“Virtual Church: A Case Study of Religious Virtual Space Online” - published in the 
Writing Intensive Archives of University of Mary Washington, UMW, 
Fredericksburg, VA (2011) 
 “On the Development of the PAN International Preventive Health Education Program 
for Chernobyl's Orphans.” – presented at Lead America’s Congressional Student 
Leadership Conference Program in Medicine and Healthcare, Georgetown 
University, Washington, DC (2008)  
HONORS AND AWARDS 
Dean’s List for Academic Excellence, University of Mary Washington, Fredericksburg, 
VA (Fall 2011 / Spring 2012) 
Coca-Cola Scholars Foundation Award Recipient  
Winner of the Writing Intensive Program’s Twentieth Annual Student Writing Contest, 
University of Mary Washington, Fredericksburg, VA (2011) 
National Two-time Bronze Medal Finalist in the Prudential Spirit of Community Awards 
Program 
Champion of Service Excellence Award recipient, Duke University Health System, 
 Raleigh, NC 
Two-time “Gold” Level Presidential Community Service Award Recipient 
City Council Special Recognition Award for Community Service, Raleigh, NC 
Carolina Science Award, University of North Carolina Chapel Hill, Chapel Hill, NC 
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GRANTS & SCHOLARSHIPS 
Coca-Cola Scholars Foundation Scholarship (Merit Based/Service Based) (2009–2012) 
AXA Achievement Community Scholarship (Merit Based/Service Based) (2009) 
William Byrd Hanson Scholarship (Merit Based/Service Based) (2012) 
UMW Scholastic Excellence Award Scholarship (Merit Based) (2009–2012) 
Cora Lee Kaufman Scholarship (Merit Based) (2011) 
Maurine Arnott Scholarship (Merit Based) (2011) 
Emily Cella Scholarship (Merit Based) (2011–2012) 
Lupton Scholarship Fund (Grant) (2015–2016) 
Rollins Earn & Learn Award (Grant) (2015–2016) 
PROFESSIONAL AND ACADEMIC MEMBERSHIPS 
PAN International Program Development Committee, Raleigh, NC  
Alpha Phi Sigma Honor Society, University of Mary Washington, Fredericksburg, VA 
National Society of Collegiate Scholars  
Society for Applied Anthropology  
Southern Anthropological Society 
Culture Club, UMW Department of Sociology and Anthropology  
SUPPLEMENTARY STUDIES AND TRAINING  
Medical Students Shadowing Program Participant, Duke Raleigh Hospital, Duke 
University Health System, Raleigh, NC (2011) 
BLS Provider Certification, Duke University Health System, NC 
Computer Programming “Adobe Dreamweaver” Certification, Duke University, Durham,
 NC  
Proficient in NVivo10 Qualitative Data Analysis Software  
LANGUAGES  
Native fluency in Russian and English 
INTERESTS  
Music: Playing Clarinet and Piano, Participation in Band Ensembles, Instrumental music 
creation 
Visual Art: Photography, Art Presentations, Statewide Photo Contests 
Computer Assembly (Build High-End Computer Rigs)  
Reading  
Athletics: Soccer, track, and fitness training 
 
